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Wiprud’s Business Side of Medical Practice 


o 
Here, in this handy 232-page book, is the information you need to handle intelligently the 
business aspects of your practice. Here is expert and absolutely reliable advice on organizing 
your time, systematizing office routine, keeping financial and case records, writing effective 
collection letters to delinquent debtors (actual sample letters are given), testifying in court, 
making speeches, planning an intelligent investment program, and many other equally important 
topics. 


This New (2nd) Edition is, of course, completely up-to-date in every way (among the new 
chapters is one on Group Medical Practice). Every doctor should have a copy, for the use 
of his secretary as well as for himself, because no doctor has had the time or opportunity to 
learn modern business methods. To assure yourself that you are not wasting time and money 
through inefficient office methods, order this book today! 


By Theodore Wiprud, Executive Director and Secretary of the Medical Society of the District 


of Columbia and Managing Editor of the Medical Annals of the District of Columbia. Just 
published. $3.50. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


NEW ORLEANS 12 DALLAS 1 ATLANTA 3 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 





ew approaches to the science of diagnosis 











Signs and SyMpfomss thei: ciinicat interpretation 
Edited by Cyrm M. MacBryDE, M.D., F.A.C.P., With 20 Contributing Authors 


This standard text and reference on applied clinical pathological physi- 
ology and basic diagnostic processes is unique in its approach to under- 
74 Illustrations, standing the manifestations of disease. It starts with the symptom and 
; pce oe. proceeds logically, as the practitioner must, toward the diagnosis. ‘‘Here 
in concentrated form is graduate education of high quality. The illustrations 
are excellent and adequately supplement the text . . .’”—JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION. 


439 Pages. 





Diagnosis in Daily Practice: 


An Office Routine Based on the Incidence of Disease 


By BENJAMIN V. WHITE, M.D. and CHARLES F. GESCHICKTER, M.D. 


Three essential steps in diagnosis are concisely presented in this book: 
how to elicit important signs, simplify the procedure of differential 
diagnosis and evaluate clinical findings through the use of pertinent data. 
A complete integration of the knowledge acquired in hospital training 
in diagnosis and its application to general practice. ‘“‘The authors are to 
be congratulated for . . . the practical selectivity with which they have com- 
bined the ideas and ideals of the pathologist and the clinician into such a 
splendid volume.” —THE CONNECTICUT STATE MEDICAL JOURNAL. 


693 Pages. 
360 Illustrations. 
$15.00 


J. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 
Enter my order and send me: [] MacBryde, Signs & Symptoms, $12.00 

00 White & Geschickter, Diagnosis in Daily Practice, $15.00 
Name... 
Address Siaaiabedieeated 
City, Zone, State................... 





O Cash enclosed 
O Send C.0.D. 
Oj Charge my account 
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These illustrations show 


how to treat sore throat effectively 





Before instillation of Paredrine- 
Sulfathiazole Suspension. The 
patient is suffering from severe 
pharyngitis, in this case a compli- 
cation of pansinusitis. Pus can be 
seen draining down the posterior 
pharyngeal wall. 





After intranasal instillation of the Sus- 
pension—5 drops in each nostril every two 
waking hours. Two hours have elapsed since 
the last dose. The microcrystalline sulfathia- 
zole has formed a bacteriostatic film over 
the infected area, and the inflammation 
has subsided. : 


Smith, Kline & French Laboratories, Philadelphia 


A stable suspension of Micraform 
(microcrystalline) sulfathiazole, 5%, in 
an isotonic solution of ‘Paredrine’ 
(p-hydroxy-a-methylphenethylamine, 
S.K.F.) hydrobromide, 1%. 

Available in 1 fl. oz. (30 cc.) and 12 fl. oz. 
(355 cc.) bottles. 


Paredrine- 


s 
vasoconstriction in minutes Sulfathiazole 


bacteriostasis for hours... 


Suspension 
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ANOTHER MOSBY BOOK 
HANDBOOK OF 


DISEASES of the SKIN 














By RICHARD L. SUTTON, M.D., Emeritus Professor of 
Dermatology and Syphilology, 


and 
RICHARD L. SUTTON, Jr., M.D. Associate Professor of 


Dermatology and Syphilology, both of the University of 
Kansas Medical School 


749 Pages 1057 Illustrations PRICE, $12.50 


Written with this principle—‘‘to tie descriptions and concepts of disorders of the skin with 
general medicine and biology,”’—Handbook of DISEASES OF THE SKIN will be equally 
useful to the specialist and to the non-dermatologist. 

The book is brief and practical—yet sufficiently comprehensive to fill the needs of students, 
specialists and general practitioners. For the practitioner, it contains over one thousand 
uncommonly realistic illustrations. For students, specialists and researchers, the bibliographic 
entries are in the thousands—enabling anyone to find his way in the literature. 

Treatment is stressed, and causation the principal means of classification. The psychosomatic 
side of skin disorders is given considerable attention and disturbances of growth, as they 
relate to dermatology, are fully discussed. 





CHAPTER HEADINGS a 
Anatomy Dermatoses of Metabolic Disturbances 
Embryology Dermatoses of Vascular Origin: 
Physiology Purpura and Vascular Gangrene 
Symptomatology and Pathology Dermatoses of Neurologic and Psychiatric 
Etiology Origin 

Diagnosis Dermatitides of Unknown Cause 
Treatment Dermatoses of Pigmentary Disorder 
Dermatoses Due to Physicial Agents Dermatoses Characterized by Atrophy 
Dermatoses Due to Chemical Agents Dermal Manifestations of Malformation 
Dermatoses Due to Viruses and Neoplasia 

Dermatoses Due to Rickettsias Diseases Particularly Affecting the 
Dermatoses Due to Bacteria Cutaneous Appendages 

Dermatoses Due to Fungi Diseases of Mucosae Adjoining the Skin 


Dermatoses Due to Animals 


The C. V. Mosby Company SMJ 3-49 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me a copy of Sutton & Sutton’s 
Handbook of DISEASES OF THE SKIN—The price is $12.50 
_] Enclosed find check. (] Charge my account. 





Name 


Address 
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the gallbladder is out... 
---but the symptoms 


may linger 


The right-upper quadrant distress of the 
“postsurgical biliary syndrome” often 
responds readily to 


KETOCHOL 


Ketochol is a combination of oxidized, 
unconjugated bile acids insuring “a good 
flow of thin bile.”* 


One to two tablets three times daily. 


*Ivy, A. C.: Clin. Med. 54:119 (April) 1947 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


Ketochol is the registered trademark of G. D. Searle & Co., 
Chicago 80, lIilinois. 
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DISTINGUISHED HOEBER BOOKS 


JUST OFF PRESS! 
COLEY's Neoplasms of Bone 


AND RELATED CONDITIONS 
Their Etiology, Pathogenesis, Diagnosis & Treatment _— 
DESIGNED TO ASSIST all those who may be called upon to recognize or treat bone tumors or 
conditions simulating bone tumors . . . broad in scope ... aives details of treatment .. . pro- 


fusely illustrated. By Bradley L. Coley, M.D., Attending Surgeon Bone Tumor Dept., Memorial Hospital, 
N.Y.C., 800 pp., 622 illus., $17.50. 





BARROW's Clinical Management of Varicose Veins 


THIS POPULAR NEW BOOK makes available a concise, detailed and eminently practical guide 


of invaluable aid in daily practice. By David W. Barrow, M.D., foreword by Arthur W. Allen, M.D., 
169 pp., 78 illus., 4 in ful! color, $5.00. 


WIDELY POPULAR... 
ALVAREZ’ Introduction to Gastro-Enterology (4th Ed.) 


THIS UNIQUE BOOK, completely revised, offers a practical, authoritative guide to the mechanics 

of the digestive tract. ''. . . the most human gastro-enterology published—one of the most readable 
of medical works.’ Journal of the A.M.A. By Walter C. Alvarez, M.D., Senior Consultant, Division of 
Medicine, The Mayo Clinic, 925 pp., 269 illus., $12.50. 





MENGERT's Postgraduate Obstetrics 


WITH EMPHASIS on the everyday clinical problems of pregnancy, delivery and the puerperium, 

this book was designed for the obstetric practice of the general physician—America's leading 
obstetrician. By William F. Mengert, M.D., Professor and Chairman, Department of Obstetrics and 
Gynecology, Southwestern Medical College, 407 pp., 123 illus., $5.00. 


ELMAN's Parenteral Alimentation in Surgery Revised Ist Edition 


WITH SPECIAL REFERENCE TO PROTEINS AND AMINO ACIDS 
THIS REMARKABLE BOOK shows dramatically how to make operations safer, reduce complications 


and how to supply these needs. By Robert Elman, M.D., Professor of Clinical Surgery, Washington 
University Schoo! of Medicine, 304 pp., 34 figs., 22 tables, $5.00. 


PAUL B. HOEBER, Inc. 
Medical Department of Harper & Brothers - — - - — 








l 

' 49 E. 33rd St., New York 16, N.Y. 1 

; Send Me On Approval: 1 

1 COLEY: Neoplasms of Bone....$17.50 : yb eee — =r : 

oe ae a} : Postgraduate stetrics $5. 

' () BARROW: Varicose Veins...... $5.00 © ELMAN: Parenteral Alimentation... $5.00 ‘ 
(1) On Approval (] Charge my acct. (1 Check encl. ' 
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Simplicity PENICILLIN POWDER INHALATION THERAPY 


Disposable 


Easy to use 


Effective 


Economical 





Inhalations draw 
container A to point B, 
where penicillin powder 
enters the air stream. 





12 A TKAUIT MARK OF C.F 





After treatment, the patient throws it away. 

The Dispolator is a complete therapeutic unit. 
The patient has no assembly problems. 

Can be inhaled through mouth or nostrils. 
Maximum concentration of penicillin per unit area. 
Slower absorption for longer topical action. 
Nothing else to buy. 


Supplied in Packages of 3. 


PENICILLIN DISPOLATOR 


SQUIBB micro-pulverized penicillin inhaler (DISPOSABLE) 


100,000 units crystalline penicillin G sodium 
SQUIBB 





Vol. 
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Aluminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H. W. & D. 
Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 


Or, Ts * Patent applied for 
ble. = 


HYNSON, WESTCOTT & DUNNING, INC. <QQ> 5225 
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IRST isolated in the Merck Re- 

search Laboratories in 1948, clin- 

ical studies have demonstrated 
that Cobione* exhibits extremely 
high hematopoietic activity in the 
following conditions: 
*% PERNICIOUS ANEMIA 

In uncomplicated cases and those with 


neurologic involvement. 
In patients sensitive to liver preparations. 


% NUTRITIONAL MACROCYTIC ANEMIA 


%& CERTAIN CASES OF MACROCYTIC ANEMIA 
OF INFANCY 


% SPRUE (tropical and nontropical) 


Cobione* Possesses Significant 
Advantages 


@ It is a pure, crystalline compound of 
extremely high potency, and no known tox- 
icity, when given in recommended dosage. 
@ It is effective against all manifestations 
of pernicious anemia, including the neu- 
rologic manifestations. 

@ It is effective in, and well tolerated by 
patients sensitive to all liver preparations. 
@ It is effective in extremely low doses, 
because of its remarkably high potency. 
@ It may be administered in precise dos- 
age, because it is a pure, crystalline com- 
pound. 


*Cobione is the trade mark of Merck & Co., Inc. 
for its brand of Crystalline Vitamin B12. 
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Now Available.. 
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COBIONE 


TRADE MARK 


(CRYSTALLINE VITAMIN B,, MERCK) 


* * * 


Antipernicious Anemia Factor of 
Liver in Pure, Crystalline Form 








a\* Wey 
Pernicious anemia before treatment with Same patient ninety hours after a single 
Cobione (Megaloblastic Bone Marrow) injection of 0.025 mg. of Cobione 


COBIONE 


TRADE MARK 
(CRYSTALLINE VITAMIN B,. MERCK) 
MERCK & CO., Inc. Manufackuring Chemists RAHWAY, N. J. 
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Jn Neuralgia and Myalyin 7 e 
PANATGESIC 


Many affections can be satisfactorily treated during regular 
office hours. 


But in neuralgia and myalgia, pain often recurs between 
office treatments, and frequently at inconvenient hours. 
On such occasions, patients usually appreciate the prescription 
of an effective topical analgesic. 


For this purpose, PANALGESIC is exceptionally well adapted. 
PANALGESIC is a non-staining, practically non-greasy liquid, 
very high in its content of absorbable salicylates (58% by 
volume) and in other topically useful medicaments. Moderate 
in counterirritant action, its analgesic effect is 
pronounced and lasting. 


PANALGESIC may also be used in the physician’s office, 
before or after heat or light therapy. 


RPANAETGESEC 


Salicylate content, 58% (methyl salicylate and 
aspirin); camphor and menthol, 4%; alcohol, 
22% (by volume); vegetable oil, 20%. 





VIRGIN i, 


ETHICALLY PROMOTED. AVAILABLE IN 2 FLUIDOUNCE BOTTLES 


WILLIAM P. POYTHRESS & CO., INC., Richmond, Virginia 


RICHMOND * 


HUNUUAAUULLLLLLALLULLLL ULL ULL 


Wil 
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Mr TOCKER IS A 


meal-clocker 


“Time is money,” Tocker says 

and carries his belief even to the dining 
table. But like most of the 
meal-skimpers (or worse yet, the 
meal-skippers) Tocker, whose 
fast-paced living demands adequate 
nutrition at the very least, will soon 
find that minutes saved at the table can 
bankrupt him nutritionally. 

Like the food faddist, the excessive 
smoker and toper who develops 
subclinical vitamin deficiencies, 

these cases usually call for dietary 
reform. And for the added assurance 
that every patient will receive the 
nutritional balance prescribed— 

in spite of the wide variances in 
vitamin content of foods and the 
vagaries of the human appetite—many 
physicians also prescribe an excellent 
vitamin supplement called Dayamin 


capsule contains the daily optimum 


. @ Each small, easy-to-take Dayamin 
adult requirements of vitamins 


A and D, thiamine, riboflavin, ascorbic acid and nicotinamide, plus 


supplementary amounts of pyridoxine and pantothenic acid. One 


capsule daily as a supplement; tw 


o or more for therapeutic use. Available in 


bottles of 30, 100 and 250. For patients who don’t like capsules, 
prescribe delicious Dayamin Liquid with the citrus-like odor and taste— 


in 90-cc., 8-fluidounce 
and 1-pint bottles. 
Aspott LABORATORIES, 

North Chicago, II. 


PRESCRIBE 


AYAMIN. 


Abbott’s Multiple Vitamins 
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For surface infections... 











oy Na ne, Ni Meee 


* Say = ae. NITRO. 2-FuRarDEHTO® 

ASE. co 
© ome ey on on THe PAF fs 
sic 


wo 





Ye Ver 
Ray ANO Uses avanams TO ™ 


oe cag 
SACL 


OUND, avoiR. 










Impetigo and ecthyma usually reifrend rafuilly .. topical Furacin 


therapy. Good results have been reported in 49 of 55 cases of impetigo!-?? and in several cases of impetigo 
about infected wounds. Ecthyma responded favorably in 19 of 24 cases.!2 Cure of these pyodermas is often 
effected within eight days. Furacin N.N.R., brand of nitrofurazone, is available as Furacin Soluble Dressing 
and as Furacin Solution, both containing 0.2 per cent Furacin.® These preparations are indicated for topical 
application in the prophylaxis or treatment of infections of wounds, second and third degree burns, cutaneous 


ulcers, pyodermas and skin grafts. Literature on request. EATON LABORATORIES, INC., NORWICH, N. 3 


1. Downing, J. G., Hanson, M. C. and Lamb, M.: Use of 5-Nitro-2-Furaldehyde Semicarbazone in Dermatology, J.A. M.A. 
es of Some New Drugs in the Pyo- 


133 :299, 1947 2. Robinson, H. M. and Robinson, H. M., Jr.: The Comparative Valu 

dermas, South. M. J. 40:409, 1947 3. Miller, J., Rodriquez, J. and Domonkos, A.: Evaluation of Penicillin in Topical 
Therapy, New York State J. Med. 47:2316, 1947 4. McCollough, N. C.: Treatment of Infected War Wounds with a 
Nitrofuran. Indust. Med. 16:128, 1947. 
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In a recent study, Long used Edrisal to contro] dysmenorrhea 
in 630 factory workers: 90% reported relief. Indust. Med. 15:679 
In another study, Hindes used Edrisal for dysmenorrhea in approximately 


200 office employees: 96% were benefited. Indust. Med. 15:262 


Each Edrisal tablet contains acetylsalicylic acid (2.5 gr.), phenacetin (2.5 gr.), and Benzedrine*® Sulfate (2.5 mg.). 


For samples and full information, write us at 437 Arch St., Philadelphia 5. Pa. 


Smith, Kline & French Laboratories, Philadelphia 


Edrisal 


its dual action relieves pain, lifts mood 





ST.mM. REG. U.S, PAT. OFF. FOR RACEMIC AMPHETAMINE SULFATE, S.K.F, 
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Deservedly a classic in the 
symptomatic treatment of coughs, 
Cheracol* has long been use-tested 


and approved by physicians for... 
1 the efficacy of its sedative, 


expectorant formula 


2 its palatable, clean, 


fruit-like flavor. 
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. SPRAY DRIED 

:  LACTOGEN 

: HOMOGENIZED 
WHOLE COW'S MILK 

Modified with 

MILK FAT 

LACTOSE 

: Reinforced with IRON 
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DEXTROGEN 


HOMOGENIZED 
WHOLE COW'S MILK 


Modified with 
DEXTRINS - MALTOSE 
DEXTROSE 


Reinforced with IRON 


_ INFANT NUTRITION 





SUCCESSFUL IN 





The advantages of these 
Nestlé products in the 

feeding of infants have 
been confirmed by long 
and widespread usage. i 


ACIDIFIED ¢ SPRAY DRIED 


PELARGON 


HOMOGENIZED 
WHOLE COW'S MILK 


Modified with 
GLUCOSE - SUCROSE 
STARCH 


SOHSSHSSHSSSSHESHSSSHESEHSESESEHSSSESSSHOHSSESESSSEEEEEEEEEES 
POSSESSES HESEHSESESHSHSESESHESESESESESESEESEESED 


1RON 
Reinforced with7 vitamins 
aspcaénD 
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Time and tide 


i —— A 
in modern diuretic therapy 


~ Timely injections of MERCUHYDRIN combat the rising tides of 





; MERCUHYDRIN facilitates the recommended frequent-dosage 
f.* schedules’ of modern diuretic therapy. Convenience, high local 
> tolerance® “* and increased safety of the intramuscular route’ foster 
the maintenance of a relatively constant level of body fluid by repeated 


Re dn injections,’ thus sparing patients the distressing consequences of 
i intermittent massive diuresis. 
a fk pet ee Prompt inauguration of MERCUHYDRIN diuresis in cardiac patients 
= - one exhibiting nocturnal dyspnea, orthopnea, pulmonary rales, cardiac 
o*, * See asthma and insomnia relieves discomfort and prolongs life. 


MERCURY DRIN * 


well tolerated locally, a dimrelic of chotce 


Administration prior to or concurrently with digitalization avoids 
driving the faltering heart against an accumulated fluid burden and 
prevents the overdigitalization which may occur when postponed 
diuretic therapy mobilizes previously administered cardioactive 
glycosides from edema fiuid.° 

DOSAGE: 1 ce. or 2 cc. intramuscularly or intravenously, given daily, or as 
indicated, until a weight plateau is attained. Subsequently the interval 


between injections is prolonged to determine the maximum period permitted 
to intervene between maintenance injections. 


PACKAGING: MERCUHYDRIN (meralJuride sodium) is available in 1 cc. 
and 2 cc. ampuls. 


BIBLIOGRAPHY: 1. Reaser, P. B. and Burch, G. E.: Proc. Soc. Exper. Biol. & Med. 63:5'5, 1946, 

2. Conferences on Therapy, New York State J. Med. 43:2506, 1913. 3. Finkelstein, M. B. ati Smyth, 

C. J.: J. Michigan State Med. Soe, 45:1618, 1946. 4. Modell, W.. Gold, H., Clarke. D. A 

J. Pharm. & Exper. Therap. 84:284, 1945. 5. Jezer, A. and Gross, H.: Med. Clin. North America, 

Sept. 1947, p. 1301, 6. Wexler, J. and Ellis, L. B.: Am. Heart J. 27:86, 1944. 7. Conferences on 
Therapy, New York State J. Med. 44:280, 1914; 46:62, 1916. 8. Donovan, M. A.: New York State J. Med 
45:1756 (Aug. 15) 1945. 9. Levine, S. A.: Clinical Heart Disease, 2nd ed., Philadelphia, 


W. B. Saunders, 1912, p. 334. 


akeside , 


» INC. MILWAUKEE 1, WISCONSIN 




















Framable reprints of this illustration are available 


BENEFACTORS ANONYMOUS 














A vaccine is injected into a child’s arm. The physician, the 
patient, and the family are confident that a satisfactory im- 
munity will result. If a devastating epidemic of the disease 
in question should occur, the chances are that the patient 
will not be infected or will experience only a relatively 
mild attack. This faith, of course, is evidence of the trust 
placed in the biologists, bacteriologists, and technicians 
who comprise the group of competent specialists 
responsible for the manufacture of Lilly biological products. 

An awareness of this faith, together with an inherent desire 
to improve and perfect the product, characterizes the 
attitude of the team of experts in this field at the Lilly Research 
Laboratories. Although anonymous to the patient, these 
experienced specialists have an interest equal to that of the 
physician in the ultimate result—better health for all 
through new and improved medicinal preparations. 


Liltty 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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One Pulvule 4. s.—Tomorrow, Refreshed 


When physicians order a bedtime dose of ‘Seconal Sodium’ 
(Sodium Propyl-methyl-carbinyl Allyl Barbiturate, Lilly), 114 grains, 
for restlessness, they know that during morning rounds they are likely to 
find a grateful and perhaps more cheerful patient. Bedtime sedation 
with ‘Seconal Sodium’ encourages wholesome, natural rest. Its rapid 
onset of action carries the patient gently over the threshold of sleep. The 
effect is brief—gone within six to eight hours. The patient awakens 
in the morning strengthened and refreshed from a sound night’s rest. 
‘Seconal Sodium’ is supplied in ampoules, powder, pulvules, 
and suppositories. Elixir ‘Seconal’ (Propyl-methyl-carbiny! Allyl Barbi- 
turic Acid, Lilly) is also available. 


2 
« lly 





ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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PATIENT OF THIN TYPE OF BUILD— 


SKELETON INDRAWN 


In conditions of faulty body mechanics, 
the nonuse of the abdominal muscles al- 
lows the pelvis to rotate downward and 
forward, bringing the sacrum up and back. 
There results an increased forward lumbar 
curve with the articular facets of the lum- 
bar spine crowded together in the back. 


The dorsal spine curves backward with 
compression of the dorsal intervertebral 
discs and the cervical spine curves forward 
with che articular facets. in this region 


closer together. Therefore, chronic strain 
of the muscles, ligaments and joints of the 
spine and pelvis occurs. 


Camp Anatomical Supports have an ad- 
justment by means of which their lower 
sections can be evenly and accurately 
brought about the major portion of the 
bony pelvis. When the pelvis is thus stead- 
ied, the patient can contract the abdominal 
muscles with ease and then with slight 
movement straighten the upper back. 


Relieving back strain and fatigue due to faulty body mechanics is a feature of the 
Camp Support illustrated and other types for Prenatal, Postnatal, Postoperative, 
Pendulous Abdomen, Visceroptosis, Nephroptosis, Hernia and Orthopedic conditions. 


Ss. H. CAMP AND COMPANY 


e JACKSON, MICHIGAN 


World's Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago « Windsor, Ontario *. London, England 
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a happier, more normal it 
for the hypertensive 





poe Trademark Reg. U.S. Pat. Off. 


Nitranitol contains 4 gr. 
mannitol hexanitrate in each 
scored tablet. Average dosage: 





The psychogenic factors which so often contribute to hypertension are usually 1 to 2 tablets every 4 hours. 
aggravated by the restrictions which the disease itself places on the patients’ At hospital and prescription 
activities. The result is a vicious deb that forces pressures ccocpeues in 100's and 
to higher levels and renders management increasingly difficult. When sedation is desired in 
Nitranitol reverses the vicious circle because its prolonged action permits addition to vasodilation— 
maintenance of blood pressure at levels where a reasonable degree of useful NITRANITOL 
and pleasant activity is possible. With an improved psychic attitude, the with PHENOBARBITAL 
patients’ physiologic response to the medication is correspondingly better. —combines 14 gr. pheno- 


barbital with }2 gr. mannitol 
hexanitrate. Scored tablets in 
100’s and 1000's. 


The negligible clinical toxicity of Nitranitol permits continued 
use of the drug for an indefinite period. 








THE WM. S. MERRELL COMPANY ° CINCINNATI, U.S.A. 





GRADUAL, PROLONGED, SAFE VASODILATION 
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disorders 


cirrhosis 

fat infiltration 
functional impairment 
toxic hepatitis 
infectious hepatitis 


methischol 


(pronounced meth’ is kol) 


A synergistic combination of METHIONINE, CHOLINE 
and INOSITOL in a LIVER-VITAMIN B COMPLEX BASE 

. . lipotropic substances which favor the transport of 
fat from the liver to the fat depots of the body... 
for prophylaxis, retardation and specific therapy in 
reparable liver damage. 





each tablespoontul or 3 capsules contain: 


di-Methionine ............ 333 mg 
IIE seiiccexatecsuastikvs 250 mg. 
II 5s skeen sence 166 mg. 


together with the natural B com- 
plex from 12 grams of liver. 


Supplied, in bottles of 100, 250, 500 and 1000 
capsules and 16 oz. and gallon syrup. 


advantages of methischol 


1. three efficient lipotropic agents. 

2. natural B complex from liver. 

3. essential, readily utilized METHIONINE. 
4. well tolerated, non-toxic, convenient. 


Detailed literature and sample. 


u. Ss. vitamin corporation 
casimir funk labs., inc. (affiliate) 
250 east 43rd street * new york 17, n. y. 
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reliable parenterals 











Bristol Estrogenic Substance in Oil Bristol Aminophylline Bristol Epinephrine Hydrochloride 
A concentrated purified complex A myocardial stimulant Solution 1:1000 

of estrogens from natural sources, _ and effective diuretic. A solution of the active principle 
for the treatment of conditions Intramuscular— Intravenous of the suprarenal medulla, and a 
due to estrogen deficiency. powerful sympathomimetic agent. 
For intramuscular injection. Topical—Parenteral 









LABORATORIES INC. 
SYRACUSE, NEW YORK 








Vol. 
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To re-establish emotional equilibrium 


‘Benzebar’ combines the effective anti-depressant 

action of Benzedrine* Sulfate and the mild Lan 
sedation of phenobarbital. Ce 
The “Benzedrine’ Sulfate in ‘Benzebar’ restores 
optimism, cheerfulness and sense of well-being; 
increases mental activity and interest in life; 
imparts a feeling of energy and alertness. 
Simultaneously, the phenobarbital component 
calms nervous excitability and agitation; 
relieves anxiety and tension. 


Thus, ‘Benzebar’ is valuable in the symptomatic 





treatment of the depressed patient 


who displays anxiety or agitation. 


Benzebar 


a logical combination of ‘Benzedrine’ Sulfate (5 mg.) 
and phenobarbital (% gr.) 


Smith, Kline & French Laboratories, € Philadelphia 





*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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BLOOD PRESSURE RESPONSE TO HYPOTENSIVE DRUGS 


URATION F 





Prolonged Keli 


FOR THE HYPERTENSIVE PATIENT 


Veratrite affects a marked relief of headache, palpitation 


and dizziness in hypertensive subjects, together with a calm, grad- 


val fall in blood pressure in the majority of cases of less-than- 


severe degree. The patient experiences a feeling of comfort and 


well-being. The prolonged effects of Veratrite are largely depend- 


ent upon its veratrum viride content in bio-assayed form. Veratrum 


viride, in Craw Units, has been established to have a hypotensive 


action for as long as 14 hours. 


Each tabule contains: veratrum 


e 
® viride (bio-assayed) 3 Craw 
Units; sodium nitrite 1 grain; 
phenobarbital % grain. Liter- 


IRWIN, NEISLER & COMPANY 


ature and samples on request. 


DECATUR, ILLINOIS 
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P. ELVI CLN. S simplify the 


problem of introducing high con- 





centrations of penicillin directly at 





the site of vaginal infection, achiev- 
ing optimal efficacy of the drug in 
cervicitis and .other gynecologic 


conditions.’ P. EL VI CLN. S 


provide 100,000 units of crystalline penicillin G (potassium salt) 





in each suppository. Even where primary pathogens are not 
penicillin-sensitive, PELVICINS are of proved value 


in the elimination of susceptible secondary invaders, there- 





by enhancing the effectiveness of such additional medical or 
surgical measures as may be indicated. P ELVICIN. S 
are supplied in boxes of 6 and 12, in- 


dividually wrapped in aluminum foil. 


1, Walter, R. I.; Goldberger, M. A.; and Lapid, L. S.: 


New York State J. Med. 48: 1159 (May 15) 1948. 


S. chenley LABORATORIES, INC. 


3850 FIFTH AVENUE, NEW YORK 1, N.Y. 











© Schenley Laboratories, Inc. 
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NEW CLINICAL STUDIES 
POTENTIATED 


Hypochromic anemia of pregnancy has been found resistant to ordinary iron 
preparations. An agent which produces a superior therapeutic response in 
this type of anemia is, therefore, of significance in the treatment of all hypo- 
chromic anemias. 


Recently reported, a comprehensive two-year study' at the largest mater- 
nity hospital in the United States conclusively demonstrated the antianemic 
superiority of molybdenized ferrous sulfate (Mol-Iron) over plain ferrous 
sulfate and mixtures of iron and liver-stomach extract or folic acid. 


1. More rapid hemoglobin elevation. 
2. Greater quantity of hemoglobin increase. 
3. Better gastro-intestinal tolerance. 


A SIGNIFICANT DIFFERENCE . 


‘“... molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extract or folic acid 


did not potentiate the action of the iron 
salt... None of the patients treated with 
molybdenized ferrous sulfate complained 
of more than mild digestive symptoms 


related to the medication...’ 








Renewed hemoglobin synthe- 
sis in two cases treated with 
molybdenized ferrous sulfate 
following suboptimal response 
to ferrous sulfate with and 
without liver extract. The solid 
lines indicate added hemoglo- 
bin risefrom Mol-Iron therapy. 


1. Chesley, R. F., and Annitto, J. E. 
Evaluation of Molybdenized Ferrous 
Sulfate in the Treatment of Hypochro- 
mic Anemia of Pregnancy, Bulletin of 
the Margaret Hague Maternity Hos- 
pital, 1:65 (Sept.) 1948. 


2. Dieckmann, W. J., Priddle, H. D., 
Turner, R. and Treptow, B.: Proceed- 
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SHOW IRON IS 
BY MOLYBDENUM 


he 
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HEMOGLOBIN INCREASES (Gm. per cent) 1.0-2.0 2.1-3.3 3.4+ 
Molybdenized 56.3% 21.8% 
21.8% . ! 
Ferrous Sulfate 78.1% 
22.2% 0 
Ferrous Sulfate 71.1% _— ! 
22.2% 
Ferrous Sulfate 
with liver- 30% . 
stomach extract 10% 30% 
or folic acid 























Adapted from Chesley and Annitto 


FINDINGS CONFIRMED 





In a separate study recently reported by 
Dieckmann’, almost identical conclu- 
sions were reached with regard to the 
antianemic superiority of Mol-Iron: 
‘Treatment with ferrous or ferric iron 
alone or with various vitamin combina- 






Whicles 


tions did not cause a significant increase 
in the rate of hemoglobin formation. A 
molybdenum-iron complex has resulted 
in a rapid increase in hemoglobin con- 
centration.” 


Ol-1rO nis 


MOLYBDENIZED FERROUS SULFATE 


a specially processed, co-precipitated, stable complex of 
molybdenum oxide 3 mg. (1/20 gr.) and ferrous sulfate 195 
mg. (3 gr.). In bottles of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid ounces. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7,N. J. 
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PAZILLIN is a uniform suspension of crystal- 
line procaine penicillin G, 300,000 units cc., 
in oil with aluminum monostearate, and is 
stable for 1 year without refrigeration. 


Single-injection, 4-day, systemic penicillin 
therapy for all infections due to penicillin- 
sensitive organisms. 


One intramuscular injection of PAZzILLIN 
quickly produces therapeutic blood levels of 
penicillin G, maintains them for at least 96 
hours (4 days). Injection is practically painless. 


zillin 


96-hour Procaine Penicillin G Crystalline in Oil with Aluminum Monostearate 





Supplied in 1-cc. disposable, plastic syringes, and in 


10-cc. multiple-dose vials, 300,000 penicillin units per cc. § SHARP 
Sharp & Dohme, Philadelphia 1, Pa. DOHME 
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I edation with relatively little drow- 
siness is obtained with Mebaral. 
This is particularly desirable in the 
MORE } Management of anxiety states and 
| other neuroses, as well as for the con- 
T RA N QU ILLITY | trol of epileptic seizures. Mebaral is 
| effective in grand mal and petit mal 
attacks. It may be administered alone, 
° in doses of from 3 to 6 grains daily, 
with 7 or in combination with Luminal® or 
| diphenylhydantoin sodium. The fact 
LESS that Mebaral is tasteless simplifies its 
Tablets of 0.03 Gm. (% grain), 0.1 Gm. 

| (1% grains) and 0.2 Gm. (3 grains). 

| 

| 

l 

| 

| 

| 

l 

| 

Cm 


administration to children. 
DROWSINESS 


MEBARAL 


Brand of Mephobarbital 


ul 
a: 4e, 


WINTHROP-STEARNS 






Pr ebhe 


” Write for 
detailed 
information. 


MU ID = 


~ New York 13,,N. Y. Winpsor, ONT. 
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SIMILAC 





FOOOS AND 
NUTRITION 






One measure of powder + 2 ounces water = 2 ounces of 


normal formula — 20 calories per ounce 


9 
measure included in each can q 


Could you use an extra key case, Doctor — for that 





31 second set of car keys? We will be glad to send 
you one, of good solid leather, if you'll PRINT 
your name and address below. 

NAME_ _ ae atin —e 
M & R DIETETIC LABS. INC. ADDRESS___ 


SIMILAC DIVISION 
COLUMBUS 16, OHIO 
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A Significant Advance 
im ANTIBIOTIC THERAPY 


Note these five favorable attributes 
of Dihydrostreptomycin Merck 


(1) Low incidence of vestibular disturbances 
(2) Significantly less toxic 

(3) Less frequent allergic manifestations 

(4) Highly purified 


(5) Undiminished antibacterial activity against Mycobacterium tuberculosis 





chemically distinct from strepto- 

mycin, with greatly reduced neu- 
rotoxicity, Dihydrostreptomycin 
Merck is especially useful in cases re- 
quiring relatively high dosage, such as 
miliary tuberculosis and tuberculous 
meningitis. 

It can be used interchangeably for 
intramuscular therapy with Strepto- 
mycin Calcium Chloride Complex 
Merck or other forms of streptomycin. 


| NEW, highly purified antibiotic, 





LOW INCIDENCE 
OF EIGHTH CRANIAL 
NERVE DAMAGE 








Descriptive literature is yours for the asking. 





— . eanpesaneneryraeeerenmmtnenmnerconemnemeransemecmnenen 


DIHYDROSTREPTOMYCIN 
MERCK 


(supplied as the sulfate) 





MERCK & co. Inc. Manufacturing Chemists RAHWAY, N. J. 
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How its special vehicle makes ACnomel 


a. significant advance, 
clinical and cosmetic, 


in acne therapy 





Acnomel’s superior vehicle embodies 






mu 
Pritadeiphia Ma 
ESTABLISHED DRM 


an entirely new principle in topical 
acne therapy. To this vehicle— 
a stable, grease-free, flesh-tinted 


hydrosol— Acnomel owes the following 





important advantages: 


e It is easy to apply smoothly and evenly. 
e Upon application, it dries in a few seconds. 
e Its active ingredients are maintained in intimate 


and prolonged contact with the affected areas. 
e It removes excess oil from the skin. 
e It is readily washed off with water. 


Active ingredients: resorcinol, 2%; sulfur, 8%. 


Available, on prescription only, in specially-lined 1% oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia 
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GRAMICIDIN........:... 


active principle of tyrothricin, an antibiotic of choice for local 
use. Gramicidin is a specific antibiotic for gram-positive 
pyogens. It provides the recognized effectiveness of tyrothricin 
without the irritant properties of tyrocidine and other associ- 
ated impurities. 


Schering is first to provide pure crystalline Gramicidin free 
from undesirable accompanying fractions—wheat without chaff. 
Pure Gramicidin is uninfluenced by serum or exudates and con- 
tains no toxic impurities. Specially selected surface-active 
agents now make Gramicidin available and effective at the site 
of infection. Schering introduces pure Gramicidin in the form of 


GRAMOZETS............ 


Gramicidin with benzocaine, for infections of the ea and throat— 
antibiotic and anesthetic for rapid symptomatic relief and control of local 
infection due to susceptible organisms. Gramozets (Gramicidin 0.25 mg., 
benzocaine 5.0 mg.), 12 troches per tube, | troche dissolved slowly in the 
mouth every one to one and a half hours as required, but not to exceed 
8 per day. 


GRAMINASIN........... 


Gramicidin with d/-desoxyephedrine hydrochloride for intranasal use— 
antibiotic and decongestant for nasopharyngeal infection. GRaAMINASIN 
(Gramicidin 0.005%, dl-desoxyephedrine hydrochloride 0.125%), 15 cc. 
dropper bottles, solution applied intranasally. 


GRAMODERM......... 


Schering’s new hypoallergenic, nonirritating Procutan® base, for skin 
infections due to susceptible organisms. Gramoperm (0.25 mg. Cram- 
icidin per gram of Procu tan base), 20 gram tubes, ointment applied once 
daily. 


*Gaamozers, Gaaminasin, Gaamooram and Paocetan are trade-marks of 
Schering Corporation 


CORPORATION- BLOOMFIELD, N. J. 


IN CANADA, SCHERING CORPORATION LTD.. MONTREAL 
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Testosterone Therapy in the female! 


Paradoxically, Testosterone, the male 
sex hormone, has clinical application in 
women. Theoretically, the menopausal 
syndrome, dysmenorrhea, and func- 
tional bleeding should be corrected by 
proper therapy with follicular hormone, 
progesterone, or pituitary gonadotropin. 


ifs irelti-taelal-eVanileltls 


often is effective when, in actual prac- 
tice, some cases of these syndromes do 
not respond to the above therapy. 


Available in these three forms: 


Testosterone Propionate Armour . . . (for 
injection) 25 milligrams per cc. in pack- 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN . 





ages of 6—1 cc. ampules, 50—1 ce. 
ampules, 1—10 ce. vial. 


Methyl Testosterone Armour . . . (oral) 
25 milligrams per tablet—in boxes of 
30 and 100 tablets. 


Testosterone Pellets Armour . . . (for sub- 
cutaneous implantation) 75 milligrams 


per pellet — in boxes of 3. 


Have confidence in the preparation 
you prescribe — specify “ARMOUR” 


Ase 


CHICAGO 9, ILLINOIS 





March 1949 

















Chewing Aspergum promptly releases a soothing, 
constant flow of “‘salivary analgesia’’—laving mucosal sur- 
faces and reaching crypts often inaccessible to gargles or 
irrigations. Moreover, by encouraging gentle chewing and 
swallowing, Aspergum helps relieve local muscular stiff- 
ness and soreness. 

Aspergum simplifies post-tonsillectomy care—shortens 
convalescence. 

Children welcome this form of medication—they like the 
flavor and chewing gum form of Aspergum. Each tablet 
of Dillard’s Aspergum contains 3% grains of aspirin. 
White Laboratories, Inc., Pharmaceutical Manufacturers, 
Newark 7, N. J. 


tonsillectomy 





Dilurd Xr pergum 














‘ BURNS 
nufler Reccvery frou WOUNDS | .. 


ULCERS 


Second and third degree burns 
involving 25% of body surface. 





Pressure gauze dressings of White’s Vitamin 
A&D Ointment was the only treatment; 
skin-grafting was unnecessary. 





White's Vitamin A&D Ointment induces rapid, 
healthy epithelialization and gratifying relief from 
discomfort in such conditions as: burns, slow 





healing wounds, indolent ulcers, avulsive injuries, 
various post-operative wounds, fissured nipples, 
and a variety of dermatologic conditions. White 





Laboratories, Inc., Pharmaceutical Manufacturers, 
Newark 7, N. J. 










Whiles TY 














Supplied in 1.5 oz. tubes, 8 oz. and 16 oz. jars and 5 lb. containers. 
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Riboflavin wre 


Niacinamide 


Recommended di 


, or as required 
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a substantial, 
sustained 
decline in 
blood pressure 
towards 


normotension 








HAIMASED 


in hypertension 


HAIMASED (Tilden) presents Sulfocyanate (Thiocyanate) 
therapy at its best . . . the first liquid Sulfocyanate product introduced in 
the United States . . . stable, palatable, easy-to-take, sugar-free. 


Judiciously administered, HAIMASED is a reliable aid in reducing elevated 
blood pressure and controlling its symptoms in a gratifying percentage of 
hypertensive patients. In many cases pressure declines 30 to 50 mm. Hg. 
and stays down. 


Each 100 cc. of HAIMASED represents 4.4 Grams (20 grains to the fluid 
ounce) of Sodium Sulfocyanate. 





sample and literature upon physician's request 


The TILDEN Company ¢ new LEBANON, N. Y. & ST. LOUIS 3, MO. 


125 YEARS OF FAITHFUL SERVICE TO THE 

MEDICAL PROFESSION BY THE OLDEST 

MANUFACTURING PHARMACEUTICAL HOUSE 
IN AMERICA! FOUNDED 1824) 











Vo 
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Local penicillin reduced 
intranasal bacteria 99°, 


Proceedings of the Society of American Bacteriologists, 
47th general meeting, May 13-17, 1947 


A series of patients was treated intranasally 
with local penicillin, 500 units per cc., for 

5 consecutive days. At the end of this time, 

the bacteria count was reduced from an average 
of 7,363 per cc. of nasal washings to the 
amazingly low average of 42. 

In Par-Pen you have a preparation that combines 
the potent antibacterial action of penicillin, 
500 units per cc., with the rapid and prolonged 
vasoconstriction of “Paredrine Aqueous’. 

For sample and full information, write Par-Pen 
on your prescription blank and mail it to us at 


429 Arch St., Philadelphia 5, Penna, 


Par-Pen 


the penicillin-vasoconstrictor combination BiiMIMELER ER 





Smith, Kline & French Laboratories, Philadelphia 
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Orapen-250 


eDAtis mow prossihRe, to give 250,000 units of crystalline 


penicillin G (potassium salt) in one coated, pleasant-tasting, buffered 


tablet, if you specify the Schenley product. Ample evidence supports _ 


the value of the oral administration of penicillin when given in suffi- 
ciently high dosage. Clinical reports show that even serious infections due 
to penicillin-sensitive organisms —such as acute respiratory illness,'*> 
impetigo,‘ gonorrhea,’ and rheumatic fever (prophylaxis)*—can be 
treated effectively by this convenient, painless method of administration. 


@RAPEN IS UNIQUE 
A special coating completely 
masks the taste of penicillin. 
Onaren is stable at ordinary 
room temperatures, eliminat- 
ing necessity for refrigeration. 


REFERENCES: 
1, J. Pediat. 32:1 (1948). 
2. Am, J. M. Sc. 213:513 


(1947). 
3. J. Pediat. $2:119 (1948). 
4. New England J. Med. 
236:817 (1947). 
5. New York State J. Med. 
48:517 (1948). 
6. Lancet 1:255 (1947). 


Orapen-250 
Orapen-100- Orapen-50 
} [PENICILLIN TABLETS SCHENLEY} 
Each containing 250,000, 100,000, or 


50,000 units of Penicillin Crystalline G, 
buffered with calcium carbonate. 


@RBAPEN-250: 
Available in bottles of 10 and 50. 
@ORAPEN-100: 
Available in bottles of 12 and 100. 
@RAPEN-S@: 
Available in bottles of 12 and 100. 


SCHENLEY LABORATORIES, INC. 
850 FIFTH AVENUE ¢ NEW YORK 1], NEW YORK 
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\ 7. 
PROTECTION 














Referring to Pellagra, Dr. John B. Youmans! writes, “Special protection, 
often requiring supplements in addition to the diet, is indicated for 
those who cannot obtain proper food and in those cases in which other 
disease interferes with the intake and absorption of food. Such supple- 
ment in addition to diet is best provided by concentrates such as 
brewer’s yeast which will supply not only nicotinic acid but other 
vitamins which are also apt to be deficient. Only occasionally or when 
for some reason concentrates cannot be taken will it be necessary to 
use pure nicotinic acid or amide.” 


VITA-FOOD Red Label, Debittered, and VITA-FOOD Green Label, 
Undebittered, Dried Brewers’ Yeasts are somewhat higher in assay, and 
more than comply with the standard for Dried Yeast—Brewers’, includ- 
ing the bacteria count—in the 13th Revision of the U.S.P. 


1. Nutritional Deficiencies, 1943, p. 95. 


Samples to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. 


__} 187 Sylvan Avenue Newark 4, N. J. 









































Vol 





Vol. 42 No. 3 SOUTHERN MEDICAL JOURNAL 39 


preferred... 


topical 
analgesic-decongestive 
treatment 


MOTIZINE 


—in inflammatory conditions, glan- 
dular swellings, contusions, sprains, 
strains, furunculoses, abscesses. 


@ Relieves pain 

@ Increases local circulation 
e@ Absorbs exudates 

@ Reduces swelling 


e Easy to apply and remove 


Numotizine 
is supplied in 
4, 8, 15 and 
30 oz. jars. 





NUMOTIZINE, Inc. 


900 N. Franklin Street 
Chicago 10, Illinois 











40 SOUTHERN MEDICAL JOURNAL March 1949 


METANDREN LINGUETS 


« 








...most economical 


and also efficient way 


991 


of administering testosterone 


Metandren Linguet therapy reduces the dosage of methyltes- 
tosterone to approximately one-half that required when this 
male sex hormone is ingested in tablet form. 


The Linguet is specially designed to dissolve slowly in the 
space between gum and cheek or under the tongue. Thus 
Metandren Linguets are absorbed directly into the systemic 
circulation, largely avoiding inactivation in the gastrointestinal 
tract and the liver. 


@ Extensive literature on request. 
1. Lisser, H.: Calif. & West. Med., 64: 177, 1946. 


METANDREN LinGuETs — 5 mg. (white) scored; 10 mg. (yellow) scored — 
in bottles of 30, 100 and 500. 


* 
Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


@ METANDREN, LINGUETS—Trade Marks Reg. U.S. Pat. Off. 2/1436M 
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Intrq@ii..... Stigmin én e* 


Bromide ‘Warner’ 


The Newest Cholinergic Compound 


Superior effects 
Smooth balanced action 


Minimum by-effects 


WILLIAM R. WARNER & 
CO., INC. is proud to present 
STIGMINENE* BROMIDE 
‘Warner’, an effective choliner- 
gic compound of low ‘toxicity, 
wide margin of therapeutic 
safety, and prolonged action. 


STIGMINENE* BROMIDE 
‘Warner’ is indicated in the pre- 
vention and treatment of post- 
operative abdominal distention 
and urinary retention. It may 
be used for all degrees of intes- 
tinal and urinary bladder atony 
— from gastro-intestinal atony 
developing in chronic illness, 
certain acute infections or toxe- 
mias, and following anesthesia; 
meteorism complicating pneu- 
monia; to as severe an involve- 
ment as paralytic ileus. 


STIGMINENE* BROMIDE 

\ ‘Warner’ is supplied in 1-cc am- 
0 i puls of a 1:2000 solution, 0.5 
— mg. each; cartons of 12 and 50 
ampuls. * Trade Mark 


ee 

Zz ml 
"Al 
‘| | | WILLIAM R. WARNER & CO., INC. 
eel New York St. Louis 
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Announcing 
an unusually palatable 
liquid penicillin 


for oral use 


Eskacillin 


Boas 


9 


Bes 


Smith, Kline & French Laboratories 


ESKACILLIN is pleasant-tasting and easy-to-give. Your patients— 
children, the aged and others who balk at tablets and bitter mixtures— 
will actually like to take EskaciLuty. In addition, EsKAcILLIN: 


Spares children the pain and disturbance of injections. 


. Spares parents the chore of crushing tablets and coaxing 


sick children to swallow an unappealing mixture. 


. Maintains its potency for 7 full days when kept in a refrigerator. 


One teaspoonful (5 cc.) of ESK ACILLIN contains 50,000 units of crystal- 


line penicillin G—the same potency as the usual oral penicillin tablet. 


For full information, write: 







1530 Spring Garden St. 
Philadelphia 1, Pa. 








Vol 
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NEW EFFECTIVE 
-HEMATINIC 


provides readily available iron for the anemia patient. 
Gastrointestinal symptoms are notably absent, since the source of 
iron in Laurium is ferrous gluconate — readily absorbed, well util- 
ized, better tolerated. 










In treatment of iron deficiency and nutritional anemias — despite 
the qualitative and quantitative adequacy of the iron prescribed — 
the conversion of iron salts to hemoglobin may be balked by ab- 
sence of necessary hemopoietic adjuncts. Laurium is fortified with 
adjunctive hematinic principles that 


promote utilization of iron 
stimulate erythropoiesis 
correct concomitant vitamin deficiencies 


Zh (A Ua t Wt Administration—As a dietary supplement, one or two capsules daily. 


In the treatment of hypochromic or nutritional anemia, one or two capsules 
three times daily as required by the severity of the anemia and the response 
to therapy. 


/ aM Each capsule contains: 





















Ferrous Gluconate. . . . . 280 mg. 
Liver Concentrate (1:20) . . ; . 200 mg. 
(Equivalent — 4 Gm. Fresh Liver) 

re er eee 1 mg. 

Thiamine Hydrochloride . 2 mg. 

Riboflavin ° Img. 

Niacinamide 10 mg. 

Ascorbic Acid - 15 mg. 

Each capsule contains approximately 33 mg. of elemental LABORATORIES 
iron—three times the Minimum Daily Adult Requirement—two — ‘i ‘ 
times the M.D.R. for thiamine, one-half the M.D.R. for ribo- Seas: ne nen Regeenee Reeeeot 
flavin and ascorbic acid, with 10 mg. of niacinamide. The need Chicago 30, Illinois 


for folic acid in human nutrition has not been established. 


Laurium: supplied in bottles of 100 capsules. 
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nimble fingers 


Systemic Rehabilitation is the most widely accepted means of 
restoring function and general well-being in the arthritic. 

Darthronol—an important factor in Systemic Rehabilitation 
of the arthritic—combines the antiarthritic effect of massive 
dosage of vitamin D with the recognized nutritional benefits 
of other essential vitamins. 


ae 









EACH 
CAPSULE 

CONTAINS: Vitamin D (Irradiated Ergosterol). 50,000 U.S.P. Units 
Vitamin A (Fish-Liver Oil)....... 5,000 U.S.P. Units 
Vitamin C (Ascorbic Acid).......eeeeeee02 75 mg. 
Vitamin B, (Thiamine Hydrochloride)....... 3 mg. 
Vitamin Bz (Riboflavin)......seseeseeseeees 2mg. 
a Vitamin B, (Pyridoxine Hydrochloride)...... 0.3 mg. 
ROERIG oe a ard ac Se arate etapa Sara ae 7 mg. 
° Calcium Pantothenate......cecessseeeees mg. 

preparation Mixed Tocopherol Acetates 


(Equivalent by biological assay to 3.3 mg. 
International Standard Vitamin E) 


DARTHRONOL 


THE ARTHRITIC 
a 





FO 
J. B. ROERIG AND COMPANY 


536 Lake Shore Drive © Chicago 11, Illinois 
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PATIENT 


Distressing symptoms of urinary tract infec- 
tion such as urinary frequency, pain and 
burning on urination can be relieved prompt- 
ly in a high percentage of patients through 
the simple procedure of administering Pyri- 
dium orally. 

With this easy-to-administer and safe uri- 
nary analgesic, physicians can often provide 
their patients with almost immediate relief 
from distressing urinary symptoms during 


PYRIDIUM’ 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., Ine. 


SOUTHERN MEDICAL JOURNAL 


* RAHWAY, N. J. 


under TREATMENT 





ENJOYS 
Gritifying Relig 
from distressing 
URINARY SYMPTOMS 














the time that other therapeutic measures are 
directed toward alleviating the underlying 
condition. 


Pyridium is virtually nontoxic in thera- 
peutic dosage and can be administered 
concomitantly with streptomycin, penicillin, 
sulfonamides, or other specific therapy. 


The complete story of Pyridium and its 
clinical use is available on request. 





Pyridium is the trade-mark of 
the Pyridium Corporation for 
its Brand of Phenyloazo- 
diamino-pyridine HCI. Merck 
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Manufacturing Chemists 


& Co., Inc., sole distributors 
In Canada: MERCK & CO., Ltd. Montreal, Que. 


in the United States. 
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CHECK 
LIST 


for choice of 
a laxative 


—— TYPE OF 
(FLEET) ACTION 
Prompt action 
Thorough action 

Gentle action 

* 

SIDE 
EFFECTS 


Free from 
Mucosal Irritation 


Absence of Con- 


pect MIichlelloltiam EERE Tatet, 


No Development 


of Tolerance ...through freeddm i 
Safe from Excessive 


Dehydration undesirable side effects 


No Disturbance of 
Absorption of 
Nutritive Elements 


Causes no 
Pelvic Congestion 


No Patient 
Discomfort 


Nonhabituating 


Free from 
Cumulative Effects 


“i 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 


ADMINIS- 
TRATION 
W Flexible Dosage 
Uniform Potepcy 
Pleasant Taste 


PHOSPHO-SODA 


(FLEET) 
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PENETRATES THE BARRIER OF 
PATIENT-RESISTANCE IN ACNE TREATMENT 


“The intraderm solutions have a singular advantage over other 
topical applications in that they are simple to apply and there 
is a notable absence of messiness. There can be little doubt 
that these features contribute materially to the success of this 
method. Patients who usually object to the messiness of other 
>reparations are more cooperative with the intraderm regime.’’! 


1. Grinnell, E.: Journal-Lancet 68: 121 (1948). 


INTRADERM SULFUR SOLUTION 


Skin-Penetrant 













Provides the dermatologic benefits of sulfur in a unique skin- \ 
penetrating vehicle which carries the medication to the site of the bs 
disturbance, diffusing through the affected cutaneous structures. ? a 


2. MacKee, G. M.; et al.: J. Invest. Dermat. 6: 43 (1945). 


INTRADERM SULFUR is supplied in 30-cc. bottles . . . available 
through all prescription pharmacies. 


Professional Literature on Request 


WALLACE LABORATORIES, INC. 


53 PARK PLACE NEW YORK 8, N. Y. 












48 SOUTHERN MEDICAL JOURNAL March 


REDUCED RENAL HAZARD 
MORE RAPID INSTITUTION OF BLOOD LEVEL 
AUTOMATIC ALKALIZATION 


Use of sulfonamide mixtures, called ‘“‘the most efficient 
single measure to minimize renal complications,” ac- 
counts for the superiority of Aldiazol. Presenting sulfa- 
diazine and sulfathiazole in a microcrystalline state 
together with sodiums citrate and lactate for automatic 
urinary alkalization, Aldiazol produces more rapid initial 
sulfonamide absorption, leads to satisfactory mainte- 
nance of therapeutic blood levels, and almost completely 
eliminates the danger of crystalluria (2 per cent). It does 
not burden the kidneys unnecessarily as does sodium 
bicarbonate alkalization. Aldiazol thus combines high 
efficacy with minimal toxicity. The palatability of this 
liquid preparation makes it especially useful in pediatrics. 
Indicated whenever sulfonamide therapy is called for. 


YC) MEN Tantepse) 


——————————— 














THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK ¢ SAN FRANCISCO e¢ KANSAS CITY 
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Renewed therapeutic response with Mol-lron therapy* in a patient who 
had previously shown suboptimal therapeutic response to ferrous sulfate 
14 [in equivalent dosage. This rapid, renewed response to Mol-iron therapy 
is often observed in patients similarly treated. 
I 
"Neary, E. R.: nal J. Med. Sc. 212:76, 1946. 
12 | 
10 Jenene V0 
MOLYBDENIZED FERROUS SULFATE 
| substituted for 
FERROUS SULFATE 
8 
HEMOGLOBIN 
in Gm. per cent DAYS OF TREATMENT 
10 20 30 40 50 60 70 80 90 100 
~- FERROUS SULFATE — —wE—MOLYBDENIZED FERROUS SULFATE >> 
—<— 240 mg. Fe. 1 + daily ~- 














with MOLIEDENIZED [ROW 


BETTER RESPONSE—Mol-iron has been found to achieve much more 
rapid establishment of normal hemoglobin levels with smaller dosages 


than unmodified ferrous sulfate. ! 


BETTER TOLERANCE—In a group of patients who could not tolerate 


other iron preparations, 90% were satisfactorily maintained on Mol-lron?. 


MOL-IRON TABLETS: small, easily swallowed—in bottles of 100 and 1000. 
MOL-IRON LIQUID: Exceptionally palatable—in bottles of 12 fluid ounces. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


MOLLROW os, 


MOLYBDENIZED FERROUS SULFATE 


1. Healy, J. C.: Hypochromic Anemia: Treatment with Molybdenum-iron Complex, Journal-Lancet 66:218 (July) 1946. 
2. Kelly, H. T.: Gastro-intestinal Intolerance to Orally Administered iron, Penn. Med. J. 51:999 (June) 1948. 

































all essential vitamins 
water miscible 
disperses quickly, completely 
readily absorbed 
pleasant flavor 
non-alcoholic 


stable 


asa 





economical 


Now these advantages are all available to physi- 
cians in this single pleasantly flavored, aqueous 
multiple-vitamin formula in “drop dosage” form. 
The vitamin D content is supplied by Vitamin D; 
which, unlike viosterol, is chemically identical 
with the Vitamin D of cod liver oil. Provides 
average infant with adequate protective amounts 
of all clinically important vitamins at a cost of 
about two cents per day. In bottles of 10 and 30cc. 


White Laboratories, Inc. 
Pharmaceutical Manufacturers, Newark 7, N. J. 
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What a good tonic means 
to your elderly patient 


The benefit of a good tonic is not 
entirely limited to its tone-restoring Eskay’s 
and appetite-stimulating effects. 
Most physicians know how much the Neuro 
little ceremony of taking each pre-meal 
dose of Eskay’s Neuro Phosphates MIU EGR 
can brighten ‘‘the endless, daily, dull 
routine”’ of the elderly patient’s life. 
And—of great importance—‘“‘her tonic” 
is an ever-present symbol of the 
reassuring and comforting fact that 


she is “in the care of her physician.” 


it is prescribed so widely because it works so well 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 


ee ee 
Strychnine glycerophosphate. anhydrous . . 1/64 grain 
Sodium glycerophosphate ........ 2 grains 
Calcium glycerophosphate . ...... . 2 grains 
Phosphoric acid, 75% . . . . . .. . . . 1.7 minims 


Available in 12 fl. oz. bottles. 


Smith, Kline & French Laboratories, Philadelphia 
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4 4 0000 


ese rae L 


Ez 5500000 ese 
Cabtid- 


Borden's prescription specialties are flexibly adaptable to cope effectively 
with the sharply increased number of your infant feeding problems. 


BIOLAC -a complete infant formula (only MULL-SOY -a hypo-allergenic emulsified soy 

vitamin C supplementation needed) for infants food for infants and adalts allergic to milk 

deprived of mother’s milk. proteins. The 1:1 standard dilution approxi- 
mates cow’s milk in fat, protein, carbohydrate 

DRYCO—a powdered, high-protein, low-fat, and mineral content. 

moderate carbohydrate milk food ideally suited 

for all formulas. 


KLIM -a spray-dried whole milk with soft curd 
BETA-LACTOSE —an exceptionally palatable, | properties essential in infant feeding and 
highly soluble milk sugar for formula modi- special diets. Particularly valuable when avail- 
fication. ability or safety of fresh milk is uncertain. 


Borden prescription products are available at all drug stores. 


Complete professional information may be obtained on request. 








s 
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Antibiotic therapy is greatly simplified when 
C.S.C. Crystalline Procaine Penicillin G in Pea- 
nut Oil with aluminum monostearate is pre- 
cribed. A single 1 cc. injection (300,000 units) 
produces therapeutic blood levels for 96 hours in 
over 90% of patients, and for 48 hours in all patients. 
For certainty of therapy, this preparation need 
not be given, as a rule, more often than once 
every other day. 

Crystalline Procaine Penicillin G in Peanut 
Oil-C.S.C. contains 300,000 units of micronized 
procaine penicillin per cc., together with 2% 
aluminum monostearate for producing a thixo- 
tropic suspension. This outstanding penicillin 
preparation is free flowing and requires no re- 
frigeration. It is indicated in the treatment of 
most infectious diseases amenable to penicillin 
therapy. 

Crystalline Procaine Penicillin G in Peanut 
Oil-C.S.C. is available at all pharmacies in eco- 
nomical 10 cc. size rubber-stoppered vials (300,000 
units per cc.). Also in vials containing 300,000 
units (1 cc.), in boxes of five vials. 


96-HOUR : 
_ CRYSTALLINE PROCAINE PENICILLIN 


IN PEANUT OIL | 
_ WITH 2% ALUMINUM MONOSTEARATE 





A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST ‘42ND STREET, NEW YORK 17, NEW YORK 





uw 
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discovery 


The national total of undiagnosed or “unknown” diabetics may run from a million to 
two or even three.’’* Modern treatment. when promptly initiated. can do much to 
prevent metabolic decompensation and to minimize diabetic complications. There- 
fore, the clinical revealment of diabetes, mellitus at an early stage. is essential. 


Thus, “all patients who present themselves to the physician for an examination should 
have a routine urine examination.“ In this phase of practice, the advantages of 
Clinitest® tablets for urine-sugar analysis are considerable. 


Clinitest is dependably accurate, yet it takes only a few seconds to perform. The test 
is simple—no external heat need be applied; interpretation is by direct color com- 
parison. Clinitest is convenient both for the doctor's office routine and for the diabetic 
patient's prescribed sugar-level checkups. 


(1) Joslin, E. P.: Postgraduate Med. 4:302 (Oct.) 1948. (2) Kemper. C. F.: Rocky Mountain M. J 45:1092 
(Dec.) 1948. (3) Pollack, H.: New York Med. 4:15 (Dec. 5) 1948. 


Clinitest 


for urine-sugar analysis 


March 1949 
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or P rotection! 


REDUCED ALUM CONTENT 
SIMULTANEOUS PROTECTION 
SMALLER DOSAGE 

HIGHLY PURIFIED 

FEWER INJECTIONS 


Only three 0.5 cc. injections are necessary at intervals of 4 to 
6 weeks. Single immunization package, containing three 0.5 
cc. single dose vials. Five immunizations package, containing 
three 2.5 cc. (Multiple dose vials) 








Diphtheria and 


ee cere ee me ee ee ee ee re ee ee ee ee ee a a i ae 


Pertussis vaccine combined 











THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 





Pharmaceutical, 

Biological and 
Biochemical Products 

for the Medical Profession 


Manufacturers of 
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what Pragmatar’s special base 
means to you 


PRAGMATAR’s superior oil-in-water 

emulsion base helps make it the outstanding 
tar-sulfur-salicylic acid ointment. 

Because of this special base, PRAGMATAR 

mixes readily with the skin’s oily mantle 

and with serous exudate. The therapeutically 
active agents come into intimate and 
prolonged contact with the lesion. PRAGMATAR, 
furthermore, is non-gummy and non-staining; 


easy to apply and easy to remove. 


Smith, Kline & French Laboratories, 
Philadelphia 


Formuta: cetyl alcohol-coal tar 
distillate, 4%; near-colloidal 
sulfur, 3%; salicylic acid, 3°. 


Available in 1% oz. jars. 





Pragmatar 


highly effective in an unusually 


wide range of common skin disorders 
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“TOUR UUURUUUmrey ey ocesuaereniatas 
for failure... 


Contain .05% henylmercuric acetate. Standard tests prove 
that even in a of 1 to 10, Lorophyn Suppositories 
kill s Tmatozoa in vitro within five minutes, 

Se “emulsifying in aqueous secretions, the sy POSitories 
form a thick, tenacious, Persistent barrier Over the externa] 
uterine orifice, 


Phenylmercuric aetate 05% 
and glycery} laurate 10% 
ina Water-dispersible synthetic 
wax base, 


When a Jelly ig Preferred, we 
Suggest 


. N. J. and 
LOROP HYN . enyimereuric ce~ 
JELLY ta Contraceptive, Hu- 
Rapi man Fertility, 9:33, 1944, 
trated b; 


Ma, 


Literature On request, 


Scott, 
A 


The background 
rapn f human 
nil 
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BECAUSE WIDELY APPLICABLE 


Ovaltine in milk, a multiple dietary 
supplement, is eminently useful in pre- 
venting malnutrition referable to nutri- 
tionally incomplete diets or to restricted 
food intake. This flavorsome food drink 
is widely applicable in dietotherapy of 
illness and convalescence, and for cor- 
recting inadequate nutrient intake in 


persons of all ages. 


1. The protein of this delicious food 
drink—Ovaltine in milk—is of high 
biologic value, supplies all the indis- 
pensable amino acids required for tissue 
maintenance and growth and other 


physiologic needs. 


2. Its contained vitamins and min- 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


a. eee 


ee ee 


*Based on average reported values for milk. 


AEDES. 


MEDICAL JOURNAL 





erals provide excellent amounts of vit- 
amins A and D, ascorbic acid, niacin, 
riboflavin, thiamine, calcium, copper, 
iron, and phosphorus. 

3. Its carbohydrate energy is 
promptly available for utilization. 

4. Its easy digestibility makes for 
ready absorption of its valuable 
nutrients. 

5. Its delicious flavor, appealing 
alike to children, adults, and the aged, 
makes it acceptable even when other 
foods may be refused. 

6. Its multiple nutrients, in kind 
and amount, make Ovaltine in milk a 
highly efficient dietary supplement. 


Three servings daily of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz. of whole milk,* provide: 


= 676 Whee A. ww oe 
os 32 Gm. VITAMIN B: ...... 
-« 3Gm. RIETEMOUN ww 

65 Gm. a es 
-. ee. snl ee 
. . 0.94 Gm. WE gw we ale 
+ gi 12 mg. SE ero 





March 1949 

















Vol. 42 No. 3 SOUTHERN MEDICAL JOURNAL Si 























f 


SOUTHERN MEDICAL JOURNAL 






: Mill) Je haf 


’ 





ow 


; oi eel 


Vitam; ’ 
nA fro . 
M Vifo 


Tt is absorbeq 
to a noticeably higher degree than vitamin A from 





>) fish liver oil. Superior assimilation has been 
~~. tt » shown in normal children and in patients 
Diente “with impaired vitamin A absorption. 


Vifort also offers convenience and economy since it 


combines, in a single palatable product, generous 
quantities of both oil-soluble and water-soluble vitamins required for 


nutritional supplementation. Each 0.6 cc. (as marked 
on dropper) contains the following vitamins: 


A, 5000 units; D, 1200 units; C, 60 mg.; B,, 1.8 mg,; 


B,, 0.4 mg.; niacinamide, 3 mg.; B,, 0.3 mg.; 


calcium pantothenate, 1.2 mg. 


Supplied in 15 and 30 cc. dropper bottles. 


Samples sent on request. 
. ® 
1 O Tt water-dispersible polyvitamin drops 


Endo Products Inc., Richmond Hill 18, N. ¥. 





March 1949 
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one of the reasons why you get 


quick results with Feosol Tablets 


Feosol Tablets’ special vehicle and coating 

ensure disintegration in the 

acid medium of the stomach and upper duodenum 
—the region most favorable to iron absorption. 
That is one of the principal reasons why 

Feosol Tablets achieve such rapid hemoglobin 
regeneration, such prompt reticulocyte response. 


Smith, Kline & French Laboratories, Philadelphia 


a 
a 
4 














Feosol Ta b ets the standard form of iron therapy 


Microphotograph of cross section of Feosol Tablet 


A special protective coating of 
fatty esters prevents oxidation 
of the ferrous sulfate to the 
relatively ineffective ferric form. 


Each Feosol Tablet contains 3 
gr. ferrous sulfate exsiccated. 
Available in bottles of 100 and 
1000 tablets. 








1 Outer cx ating 


2 Under coating 


3 Protective fatty esters 


4 Compressed ferrous sulfate 





60 


wer 








SOUTHERN MEDICAL JOURNAL 


During 


Prequancy 


TO BUILD BLOOD AND IMPROVE NUTRITION 


Ho ANEMIA is so common during pregnancy that 
some authorities advocate routine administration of medic- 
inal iron to all pregnant women. Cytora, in the recommended 
dosage, supplies an adéquate amount of iron for the increased 
requirements of pregnancy plus folic acid for its recently reported 
property of aiding gastro-intestinal function and vitamin C and 
B-complex factors—vitamins which are said to be probably of 
greater importance to the health of the pregnant woman than 
any of the others. Moreover, the pharmaceutical skill exercised 
in compounding, Cytora tablets assures optimal absorption and 
minimizes ‘gastric disturbances. Cytora is available in bottles of 
100, 250, and 1000 tablets. 


ORGANON INC. (gon. ann .JORANGE, N. J. 


DAILY DOSE~(6 TABLETS) PROVIDES: 


Ferrous Sulfate 600.0 mg 
Folic Acid 4.5 mg 


Liver Concentrate. 900.0 mg 
Vitamin C . 150.0 mg 
Vitamin 8B, 6.0 mg 


\ O 7 Vitamin B: 6.0 mg 
Vitamin Bs : 3.0 mg 
Niacinamide 30.0 mg 


Calcium Pantothenate 6.0 mg 
plus other factors naturally 
present in liver concentrate 


T. M.—Cytora — Reg. U.S. Pat. OF: 


March 1949 
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A Handbook for the Diagnosis 
of Cancer of the Uterus 
by the Use of Vaginal Smears 
By Olive Gates, M.D., and Shields Warren, M.D. 





UE in large part to the histological studies of the 

behavior of tumors under varying conditions, 
cancer has changed its position in the past two 
decades from the top of the list of hopeless, incura- 
ble diseases to a middle place among those diseases 
which are not only curable, but which, to a limited 
extent at least, may be prevented. 

“This book should find a ready audience among 
physicians who, in increasing numbers, are becoming 
interested in the vaginal smear used as an adjunct of 
the existing means of diagnosing cancer of the uterine 
corpus and cervix. . . . It concludes with 50 excellent 
plates, each made up of from 2 to 6 photomicro- 
graphs showing the representative types of cells found 
in the vaginal smear.” 

—ARCHIVES OF PATHOLOGY. 


Second printing, 50 plates, tables, $4.00. 
At all bookstores, or from 
Be HARVARD UNIVERSITY PRESS 
E/ Cambridge 38, Massachusetts 
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Charles B. Towns Hospital 


Established 1901 


FOR ALCOHOLISM, NARCOTIC 
and BARBITUATE ADDICTIONS 


Exclusively 
& 
THE TOWNS TREATMENT is a medical and psy- 
chiatric procedure. 


Withdrawal of narcotics, either opiates or synthetics, 
is by gradual reduction and specific medication. 


After 47 years, this treatment is generally accepted 
as standard. 
Physicians and psychiatrists in residency. Trained 
nursing, physio and hydrotherapy staff. 
Patients are assured of complete privacy if desired. 
Length and cost of treatment are pre-determined. 
Advantageously situated facing Central Park. So- 
larium and recreation roof. Excellent cuisine and 
service. 

Literature On Request 


W. D. SILKWORTH EDWARD B. TOWNS 
Medical Supt. Director 


293 Central Park West, New Yerk 24, N. Y. 


SChuyler 4-0770 
Member American Hospital Assoc. 


Our ad also appears in J. A. M. A. and other 
leading medical journals. 











\! ihn 
1} 


ii ‘ie Pi 
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BILHUBER-KNOLL C CORP. 








COUNCIL ACCEPTED 


More Comfort for the 
Cardiac Patient 


Prescribe Theocalcin | to 3 tablets 
t.i.d., to diminish dyspnoea, reduce 
edema and bring comfort to your 
cardiac patients. Theocalcin is a well 
tolerated diuretic and myocardial 
stimulant. 


Theocalcin (theobromine-calcium salicylate) is 
available in 7/4 grain tablets and as a powder. 


Theocalcin Trade Mark reg. U. S. Pat. Off. 


ORANGE, NEW JERSEY 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K.Morrow,M.D. D.D. Chiles, M.D.  T.E. Painter, M.D. 











HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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One of America’s Fine Institutions . . 
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Dedicated to the Scientific Treatment of Nervous and Mental Disorders .. . 
...In a Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 


Atlanta Office, 384 Peachtree Street ae Reservation Necessary 
De) Ratan Bee A vending Pesce *" BROOK HAVEN MANOR SANITARIUM 
Blizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 











ASHEVILLE, NORTH CAROLINA 

An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 

For rates and further information write Appalachian Hall, Asheville, N. C. 

Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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THE season of throat affections is 
here. 


Thantis Lozenges have proved espe- 
cially effective in soothing and reliev- 
ing these conditions. The effective- 
ness of Thantis Lozenges is due to 
two active ingredients: 






















Merodicein* an antiseptic which 
prevents the development of bacteria 
even in great dilution 


Saligenin{ a mild local anesthetic 
which relieves the discomfort of» 


throat infections. p 


Thantis Lozenges are antiseptic and “ ‘2 
anesthetic for the mucous membranes |...“ 
of the throat and mouth. Complete =. — 
literature on request. eee 


> 


Supplied in vials of twelve lozenges ri 
each. ‘ 


* Merodicein is the H. W. & D. trade name for monohy- 
droxymercuridiiédoresorcinsulfonphthalein-sodium., 
t Saligenin is orthohydroxybenzylalcohol, H. W. & D. 
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HYNSON, WESTCOTT ¢&¢ DUNNING, Inc. 


‘Baltimore 1, Maryland 
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SUPRAVESICAL EXTRAPERITONEAL 
CESAREAN SECTION* 


THE SECTION OF CHOICE FOR THE INFECTED 
PATIENT 


By Burorp Worp, M.D.* 
and 
ErRNEsT B. OLiver, M.D.? 
Birmingham, Alabama 


In 1940 Waters! presented a new technic for 
supravesical extraperitoneal cesarean section and 
recommended its use in dystocia cases in which 
section may be employed. During the past eight 
years this operation has been performed in cer- 
tain localities with increasing frequency and 
reports of lowered mortality. The principal aim 
of extraperitoneal cesarean section is to prevent 
the development of postoperative peritonitis, an 
aim not thoroughly appreciated by all who are 
called upon to do cesarean sections. It is our 
impression that, were this operation performed 
more often throughout the country in cases of 
potential and actual infection requiring cesarean 
section, the mortality for abdominal delivery 
would continue to decline. 


A pregnant patient, at or near term, in whom 
potential or actual infection is present, for whom 
vaginal delivery is impossible or inadvisable, 
may be delivered by one of the following types 
of cesarean sections: 


(1) Classical 

(2) Low cervical (laparotrachelotomy ) 

(3) Marsupialization of uterus (Portes operation) 

(4) Peritoneal exclusion operation 

(5) Cesarean hysterectomy (Porro operation) 

(6) Extraperitoneal cesarean section (supravesical, 
Waters type or paravesical, Norton type). 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Second Annual Mecting, Miami, Florida, October 25-28, 
1948. 

+Department of Gynecology, Medical College of Alabama. 

{Department of Obstetrics, Medical College of Alabama. 


Authorities are agreed that the classical 
cesarean section should not be done on a poten- 
tially or actually infected patient. Furthermore, 
intestinal obstruction and rupture of the uterus 
occur more frequently following classical 
cesarean section than any other type. 

The low cervical cesarean section is in wide- 
spread use throughout the country at this time. 
However, Irving’ says: 

“Tf the uterine content is infected at the time of op- 
eration, we believe that the low cervical section op- 
eration gives no more security against peritonitis than 
does the classical.” 


The marsupialization operation, requiring a 
long period of hospitalization, two operations 
and other undesirable features has, according to 
Cosgrove,> no place in modern obstetrics. 

Irving,* in 1937, described a peritoneal ex- 
clusion operation. He recommended suturing the 
parietal and visceral peritoneum in such a way 
that no spillage into the general peritoneal cavity 
occurs. Modifications of Irving’s technic have 
been described by Aldrich,> Smith® and Cooke.’ 
The objection to this procedure is the danger 
of tearing the peritoneum during delivery. 


The Porro cesarean section was first per- 
formed by Dr. H. A. Storer of Boston in 1869. 
This operation was performed on a case of dys- 
tocia due to uterine fibroids. Seven years later, 
Porro described the removal of the uterus at the 
time of section to prevent infection and since 
that time cesarean hysterectomy has been asso- 
ciated with his name. At the present time, 
Dieckmann’ favors this procedure above all 
others for the infected patient. 

Extraperitoneal cesarean section has been sug- 
gested and attempted with varying results for 
almost 150 years. In 1824, Physick of Phila- 
delphia was first to propose the supravesical 
extraperitoneal approach to the uterus. Since 
1940, when Waters demonstrated his technic 
of separating the peritoneum and _ perivesical 
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fascia from the bladder musculature in one 
layer, this operation has come into prominence. 
The paravesical approach to the lower uterine 
segment has been performed with varying de- 
grees of success since Latzko’s original descrip- 
tion in 1909. Norton? has recently published a 
series of 160 cases reporting his experience and 
his modification of the Latzko technic. 


The most persistently recurrent cause of death 
following cesarean section, since the first opera- 
tion was performed by Trautmann in 1610, has 
been peritonitis. Irving,? in reporting a series 
of 1,887 cases of cesarean section performed at 
the Boston Lying-In Hospital over a ten-year 
period, says that there were twenty-four deaths. 
Ten were due to peritonitis (42 per cent). Of 
these ten peritonitis deaths, six followed classical 
sections and four the low cervical type. There 
were 124 extraperitoneal cesarean sections per- 
formed in this series with three deaths, none 
of which was due to infection. Irving concludes, 

“Peritonitis might have been avoided by more fre- 
quent resort to extraperitoneal cesarean section in ques- 
tionable cases.” 


Heffernan and Sullivan!® reported that 75 per 
cent of deaths following cesarean section result 
from infection and hemorrhage. Briscoe!! re- 
viewed the records of deaths following cesarean 
section, complete with autopsy studies, and 
found that 80 per cent were due to peritonitis. 
Dieckmann!” reported autopsy findings in a 
series of 1,922 cesarean section deaths. Thirty- 
eight per cent were due to peritonitis, septicemia, 
ileus or intestinal obstruction. One of us 
(B. W.)'’ reviewed seventy-two cesarean sec- 
tion deaths which occurred in Jefferson County, 
Alabama (1931-1946), and found that thirty- 
eight of these deaths were due to peritonitis 
(52.8 per cent). Records of nine autopsies were 
available for study in this series and revealed 
that six were due to peritonitis. Dieckmann’s® 
collective review of deaths following cesarean 
section in maternity hospitals showed that half 
the deaths were due to infection, peritonitis 
being the chief cause. 


Peritonitis is caused in one of two ways; by 
the initial spill of contaminated amniotic fluid 
into the peritoneal cavity at the time of section, 
or subsequent leakage of infected material 
through the uterine incision into the peritoneal 
cavity. The main purpose of all advancements 
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in the different cesarean operations has been to 
prevent soiling of the peritoneal cavity at the 
time of the operation and later. The two opera- 
tions that accomplish these aims most effec- 
tively are extraperitoneal cesarean section and 
cesarean hysterectomy. The classical section 
and the low segment operation are not compara- 
ble to these two procedures in the contaminated 
case. 


Cesarean hysterectomy for the infected case. 
as advocated by Gustafson,!* Reis and De- 
Costa!’ and Dieckmann,’ carries a mortality, in 
reported series, of zero to 14.2 per cent. Reis 
and DeCosta reported a collected series of 636 
Porro cesarean sections with a maternal mor- 
tality of 5.2 per cent. It is not stated, however. 
how many of the patients were infected at the 
time of operation and how many were operated 
upon electively. 


Dieckmann® reported 153 Porro cesarean sec- 
tions with only one death. Nineteen of these 
operations were performed for infection and 
fourteen for potential infection. The remainder. 
for the most part, were hemorrhage cases and 
elective sections. He conceded in this article. 


“Extraperitoneal cesarean section in the potentially 
infected patients is far superior to laparotrachelotomy 
and to difficult vaginal delivery with its high fetal 
mortality and maternal injuries.” 


He is not convinced that extraperitoneal cesarean 
section is safer than cesarean hysterectomy for 
the actually infected patient. 


Perhaps in discussing the method of choice in 
managing the potentially or actually infected 
case, a definition of these terms is pertinent. 


POTENTIALLY INFECTED CASE 


(1) Twelve hours of labor or ruptured membranes 
of twelve hours duration 

(2) Unsuccessful attempts at vaginal delivery 

(3) Any unsterile vaginal examinations following on- 
set of labor 


INFECTED CASE 


(1) Forty-eight hours of labor or ruptured mem- 
branes of forty-eight hours duration associated with 
clinical signs of infection, elevation of temperature of 
100.4 or above, chills, positive blood culture, or bac- 
teria in the amniotic fluid in large numbers 

(2) Unsuccessful attempts at delivery associated with 
clinical signs of infection 

(3) Repeated unsterile vaginal examinations 

(4) Foul smelling amniotic fluid. 

(5) Labor after attempts at delivery 
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In many cases it will be impossible to deter- 
mine with certainty when a patient passes from 
a potentially to an actually infected state. 
Frankly infected cases are far less numerous 
than potentially infected cases, and for that rea- 
son extraperitoneal cesarean section is applicable 
to a larger group of patients than cesarean 
hysterectomy. Extraperitoneal cesarean section 
minimizes the development of peritonitis, is less 
shocking to the patient than hysterectomy; and, 
of particular importance to the young primi- 
gravida or secundigravida, it conserves the 
uterus. Phaneuf,!° a former advocate of Porro 
cesarean section, said recently that since the 
advent of extraperitoneal cesarean section, he 
has limited cesarean hysterectomy to patients 
with fibroids. 

Many surgeons feel safe in doing a classical 
or low segment cesarean section in the presence 
of infection or potential infection since the 
advent of the sulfa drugs, penicillin and strepto- 
mycin. Woltz and Stashak!’ found the adminis- 
tration of penicillin to patients with premature 
rupture of the membranes to have little effect 
upon the bacteria cultured from the cervix at 
or near term, the same bacteria being cultured 
irom similar untreated patients. All morbidity 
occurred in patients with membranes ruptured 
over twenty-four hours. 

The hemolytic streptococcus is the organism 
most commonly involved in puerperal sepsis. 
Most of its strains are penicillin-sensitive. How- 
ever, some strains of this group are not, particu- 
larly the anaerobic streptococcus. It is known 
that penicillin and the sulfa drugs have little 
or no effect on puerperal infection after the 
bacteria have reached the peritoneal cavity or 
invaded the pelvic veins. According to Pulaski, 
Seeley and Matthews,!® streptomycin is not a 
panacea for peritonitis. Further, 


“The coming of penicillin and sulfa does not con- 
stitute grounds for complacency in the matter of 
puerperal infection.’’!9 


COLLECTED SERIES 





Maternal Mortality 


Operation Per Cent 
Cesarean hysterectomy __.. ipsecctbiekistatesticaecstens: SE 52 
Latzke extraperitoneal!® cesarean section 1145 3.4 
Waters extraperitoneal!® cesarean section - 


1089 0.82 
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Dieckmann’ says that over two-thirds of the 
cases of puerperal infection are due to bacteria 
that are not amenable to either antibiotics or 
sulfanilamide drugs. 

In a study of 2,045 cesarean sections done in 
all hospitals of Jefferson County, Alabama, over 
a sixteen-year period, it was found that seventy- 
two deaths occurred (3.5 per cent mortality) ; 
thirty-eight from infection and four from infec- 
tion combined with hemorrhage, making a total 
of forty-two cases in which extraperitoneal 
cesarean section would have been applicable. 
The majority of these deaths occurred prior to 
the advent of antibiotics. To evaluate the effec- 
tiveness of sulfa, penicillin and streptomycin 
therapy upon a similar series of patients, data 
were collected on cesarean section deaths in 
every hospital in Alabama over a three-year 
period (January 1, 1945-January 1, 1948). 
There were 3,205 cesarean sections performed 
in all hospitals of Alabama during this time, 
with thirty-one postoperative deaths (.96 per 
cent mortality). The causes of death for these 
thirty-one patients are tabulated in Table 4. 


All of the patients who died from infection 
received penicillin in large amounts and most 
of them received penicillin and streptomycin. 

A comparison of Tables 2 and 3 shows the 
obvious effect penicillin, the sulfa drugs and 
streptomycin have had in lowering the mor- 
tality following cesarean section. In our first 
series most of the operations were done prior 
to the advent of penicillin, and in our second 
series all operations were done after penicillin 
became available in plentiful amounts. 


The type of section performed in both series 








CESAREAN SECTION DATA 





Jefferson County, Alabama, 1931-1946 (inclusive) 
88,961 Hospital deliveries 
2,045 Cesarean sections 


2.29 per cent Cesarean sections 


Cesarean sections 


t 
Oo 
+ 
mou 


Cesarean deaths 


3.52 per cent mortality 


859 Maternal deaths 
72 Cesarean deaths 


8.38 per cent Maternal deaths following section 














Table 1 


Table 2 
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was, for the most part, classical or low cervical. 
The operations were done by many different sur- 
geons in many different hospitals in each series; 
in the former with a maternal mortality of 3.52 
per cent and in the latter with a maternal mor- 
tality of 0.96 per cent. 

The antibiotics are largely responsible for this 
noticeable improvement. Recent advancements 
in the care of patients threatened by postopera- 
tive peritonitis no doubt played a part in lower- 
ing our mortality and should be listed. They 
are as follows: 

(1) More frequent use of blood transfusion. 

(2) Wider use of continuous intragastric suc- 
tion. 

(3) Continuous oxygen therapy. 

(4) The maintenance of proper water bal- 
ance by intravenous administration of fluids. 

The incidence of section is slightly higher in 
the second series, confirming another well-known 
fact, namely: the longer the patient is allowed 


CESAREAN SECTION DATA 
State of Alabama, 1945-1947 (inclusive) 
114,420 Hospital deliveries 
3,205 Cesarean sections 


2.80 per cent Cesarean sections 


3,205 Cesarean sections 
31 Cesarean deaths 


0.96 per cent mortality 


669 Maternal deaths 
31 Cesarean deaths 


4.63 per cent Maternal deaths following section 


Table 3 
CAUSE OF DEATH 


= | 
o | 
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Eclampsia 

Sepsis and peritonitis 
Evisceration 

Intestinal obstruction 
Shock and hemorrhage 
Pulmonary embolism 
Thrombophlebitis 
Cardiac disease 
Pulmonary infection 


Exhaustion (6 days labor) 


_-_ — =— we NN He NF 


ww 1 


Total 


Table 4 
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to labor when a classical or low segment opera- 
tion is contemplated the higher the maternal 
mortality will be. 

Table 4 shows that seven patients died of 
sepsis and peritonitis, one from evisceration and 
one from intestinal obstruction. These nine pa- 
tients died following classical sections, though 
having received adequate amounts of antibiotics, 
in addition to good, modern postoperative care. 
It is in these nine cases that one of the types of 
extraperitoneal cesarean section would have been 
applicable and would, in our opinion, have saved 
some of these mothers. 

Of the 3,205 cesarean sections done in every 
hospital in the state of Alabama during the 
past three years, many were for cephalopelvic 
disproportion. If the obstetrical attendant had 
had extraperitoneal cesarean section to rely upon, 
the borderline cases could have labored longer 
and many would have delivered normally. Cer- 
tainly fewer than 3,205 sections would have 
been necessary. 

Our indications for performing extraperitoneal 
cesarean section are those of Duncan Reid,”° 
namely: 


‘ 


‘... labor of twelve hours, with or without ruptured 
membranes; labor less than twelve hours, but with 
ruptured membranes of twelve hours duration . . .” 


provided, of course, a valid indication for 
cesarean section is present. Several of our 
cesarean section patients were clean cases, the 
operation being done to gain experience with 
this procedure. An operation that is good for 
the woman who has been in labor should do no 
harm to the woman who has not been in labor. 
We have experienced no difficulty in doing an 
extraperitoneal section on an elective case. 

A thorough understanding of the anatomy of 
the fascial planes of the abdomen and pelvis is 
necessary in the proper performance of an extra- 
peritoneal cesarean section. Excellent descrip- 
tions of the fascial layers of this region are con- 
tained in an article by Goff?! and in Gallaudet’s”’ 
book on the fascial planes of the body. Excel- 
lent drawings of the anatomy and detailed 
explanation of each step in the operation are 
described in articles by Waters,! Ricci?’ 7+ and 
Word.!8 


TECHNIC OF THE OPERATION 


The patient requiring cesarean section is pre- 
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pared vaginally following the administration of 
the anesthetic. A vaginal examination is done 
to push the head out of the pelvis and facilitate 
extraction of the fetus from above. A catheter 
is inserted into the bladder and connected with 
a container filled with a one per cent solution 
of methylene blue. A clamp is placed on the tube 
leading to the bladder, to be released at the 
proper time. The abdomen is prepared and 
sterile drapes are applied. 


A midline subumbilical incision is made divid- 
ing the fascia of the recti muscles and separating 
these muscles in midline. The transversalis fascia 
is gently dissected from the posterior surface of 
the recti muscles in the lower portion of the 
abdomen. The bladder is now filled with approx- 
imately 200 cc. of methylene blue solution and 
is seen to bulge into the wound. A perpendicu- 
lar incision about one inch in length is made in 
the midportion of the distended bladder on its 
anterior surface. This incision extends through 
the transversalis fascia and perivesical fascia, 
which lie adjacent to the bladder musculature. 
The bladder musculature may be identified by 
the blood vessels which run between the peri- 
vesical fascia and the bladder musculature. A 
transverse incision is then extended from the 
upper end of the perpendicular incision in each 
direction across the bladder dome, care being 
taken to stay between the perivesical fascia and 
the bladder. The bladder, if distended, will par- 
tially herniate from its capsule (perivesical 
fascia). After the bladder has been scalped it is 
emptied. The retrovesical or infraperitoneal 
space has thus been reached. The posterior peri- 
toneal plica can be noted shining through the 
subvesical fascia. Below this posterior peritoneal 
plica is the lower uterine segment covered by 
two layers of fascia which appear as one. The 
layer adjacent to the uterus is the pubo-vesico- 
cervical fascia. The layer which has just been 
dissected from the posterior surface of the 
bladder is the subvesical fascia. These layers 
are incised in unison by a transverse incision 
over the lower uterine segment. The cephalic 
portion is dissected from the uterus allowing the 
peritoneal cavity to be elevated. The lower por- 
tion of these two layers of fascia is dissected 
from the cervix, which allows the empty bladder 
to descend beneath the symphysis. A transverse, 
crescent-shaped incision is now made through 
the musculature of the lower uterine segment and 
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the baby delivered by insertion of a forceps 
blade over the vertex, the symphysis acting as 
a fulcrum. 

Following delivery the placenta is removed 
and an oxytocic administered. The lower uterine 
segment is closed in layers with chromic 0 cat- 
gut. A cigarette drain is placed behind the blad- 
der on the uterine incision. The transversalis 
fascia and the supravesical fascia are loosely 
re-approximated with a few interrupted sutures 
of fine white cotton. The rectus fascia, super- 
ficial abdominal fascia and the skin are closed 
in separate layers with interrupted sutures of 
white cotton. 


REPORT OF CASES 


Our report is based on experience gained in 
the management of twenty-one labor cases termi- 
nated by extraperitoneal cesarean section. Most 
of the mothers were young primiparas; five had 
had one child, and one had had two. 

The indications for cesarean section in these 
cases were: previous section in five cases,-cephal- 
opelvic disproportion in thirteen cases, cervical 
dystocia in two cases, and abrupto placentae in 
one case. This latter case had become poten- 
tially infected after nineteen hours of ruptured 
membranes, continuous bleeding and no dilata- 
tion of the cervix. Extraperitoneal cesarean sec- 
tion was not indicated in the five who had 
had previous section but was done to gain experi- 
ence with this operation. 

Of the twenty-one cases four were actually 
infected, twelve were potentially infected and 
five were clean, practice cases (previous sec- 
tions). 

The operations were performed by seven dif- 
ferent operators; eleven cases by the authors, 
eight cases by the residents at the Jefferson- 
Hillman Hospital, and one each by Dr. Howe at 
the Carraway-Methodist Hospital and Dr. Gold- 
ner at South Highlands Infirmary. 

The bladder was injured in three of the cases 
and the peritoneal cavity perforated in seven of 
the cases. There was one death in our series. 


The patient, a thirty-seven-year-old primipara (Case 
17), was taken to the operating room following twenty 
hours of labor with no progress during the last ten 
hours. The membranes had been ruptured for eight 
hours. The patient’s temperature was 99.6 degrees and 
the white blood cell count was 20,000. An extraperi- 
toneal cesarean section was done with difficulty and a 
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Chart 1 
first thirteen postoperative days. 


Temperature chart of patient (Case 17) during 
the patient’s clinical course. 


The temperature graph reflects accurately 








Chart 2 


Temperature chart of patient (Case 17) during twentieth to twenty-sixth postoperative day. 


This temperature graph also 
reflects the patiert’s clinical course. 
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live baby obtained. Both the bladder and peritoneal 
cavity were entered several times and closed prior to 
delivery of the baby. The patient’s convalescence was 
without morbidity; however, on the second post- 
operative day the indwelling bladder catheter became 
occluded and the patient began to drain urine through 
the suprapubic wound. She remained afebrile and be- 
came ambulatory on the eighth postoperative day. On 
the thirteenth postoperative day the patient was dis- 
charged with the indwelling catheter in place. The 
suprapubic wound was well healed except for a small 
jistula in the lower portion of the incision that con- 
tinued to drain urine. On the twentieth postoperative 
day the patient was re-admitted to the hospital with 
abdominal pain and abdominal distention. All of the 
signs of spreading, generalized peritonitis were present. 
She was treated for seven days for generalized peri- 
tonitis and died on the twenty-sixth postoperative day. 
Autopsy revealed a fulminating, purulent, generalized 
peritonitis. The uterus showed no evidence of infec- 
tion and the scar on the lower uterine segment was 
well healed. The bladder and kidneys showed no evi- 
dence of infection, although the urinary fistula, pre- 
viously mentioned, remained patent. Cultures from the 
peritoneal cavity, taken at time of autopsy, grew 
Alcaligenes fecalis. 


We feel that this fatality was due to faulty 
operative technic and had the peritoneal cavity 
not been entered the fatal peritonitis would have 
been prevented. 


SUMMARY 


Supravesical extraperitoneal cesarean section 
is a modern obstetrical operation that can be 
used to advantage in managing infected and 
potentially infected patients requiring cesarean 
section. The procedure is not advocated in place 
of the antibiotics and sulfa drugs. In the frankly 
infected patient extraperitoneal cesarean section 
should be employed in conjunction with all 
proven measures helpful in combatting infec- 
tion. This procedure minimizes peritonitis, is 
less shocking to the patient and conserves the 
uterus for the young mother. 


Our experience with extraperitoneal cesarean 
section, together with a careful study of reports 
from different sections of the United States, 
leads us to believe that Dr. Cosgrove’s’® state- 
ment made ten years ago, has been further 
proven in favor of this operation: 


“But, no matter what the difficulties and danger 
alleged against extraperitoneal section, its increasing 
and successful use in the hands of a considerable group 
of surgeons must be a final and composite answer to 
allegations against it.” 
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Extraperitoneal cesarean section gives us an 
opportunity to allow our borderline cases to 
labor longer and deliver vaginally, confident 
that a section can be done with safety if it be- 
comes necessary. 
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DISCUSSION (Abstract) 


Dr. Bayard Carter, Durham, N. C—We like the 
extraperitoneal cesarean simply because we think that 
it is a great advance in obstetrics. It can be used in 
patients who have prolonged labor or are potentially 
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or actually infected. It can also be done when the 
patient has not been in labor, and it can be done in 
the form of a repeat cesarean, before the patient has 
gone into labor. 

We think since both the supravesical and the para- 
vesical approaches have been perfected, that it cer- 
tainly gives us an opportunity to permit these women 
to labor, not by the clock. It is a crime to determine 
what to do with an obstetric patient by the number 
of hours that she apparently is in labor. Labor is 
still a process which should be measured by progress. 
If we look back over our own early experience with 
cesarean sections, we are forced to admit that, had we 
the incentive at that time to perfect such an operation 
as this, and to learn it early, undoubtedly 50 to 60 
per cent of the cesarean sections formerly performed 
would not have been necessary and the patient would 
have gone on to successful delivery. 

I cannot understand why men who are interested 
in obstetrics fear getting into the bladder. If you 
do get into the bladder, you are still extraperitoneal, 
and no structure heals better than a well bladder 
which has a good blood supply. 

This paper certainly may point the way in one of 
our bigger southern cities for the building up of use of 
this operative approach to an obstetric problem. 

It is only by doing these procedures that one learns 
to do them. Until one is actually faced with the con- 
dition and has tried the operation, he has no knowledge 
of the ease of many of them and the difficulties of 
some. The difficult ones should not act as a deterrent 
to any person who poses as an obstetrician. 

This technic should be learned by everyone who 
claims to be in any way perfected in obstetrics. With 
this behind him, he is not only able to do better 
obstetrics by allowing labor to progress, as it should 
progress, not in a matter of hours, but he also cuts 
down automatically and definitely the intraperitoneal 
approach to obstetric problems. 


Just so long as we continue to use the intraperitoneal 
approach when we have an extraperitoneal approach, 
just so long as we substitute antibiotics and chemo- 
therapy for good, sound operative technic and care, 
meticulous care to prevent infection, we are going to 
continue to have maternal mortality following the trans- 
peritoneal cesarean section. 

It is perfectly obvious that you can do a low flap 
cesarean section and dump any amount of sulfonamide 
preparation into the wound and give the patient any 
amount of antibiotics and claim that is good obstetrics. 
I frankly do not think so. I think many of those 
women should be allowed to labor. Many times, what 
looks like a cesarean section, after an arbitrary twelve 
or fifteen hours, turns out not to be a cesarean. 

If, perchance, the patient does go thirty and forty 
hours, this operation in the background leads to a 
great deal of security for the patient, and it gives us a 
greater sense of security. 
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Dr. William P. Maury, Jr. Memphis, Tenn. —Drs. 
Word and Oliver have covered the historical, statistical, 
and technical aspects of this subject most completely. 


The extraperitoneal cesarean section has come into 
prominence in the handling of infected or potentially 
infected labors since the subject was reopened by Waters 
and Norton several years ago. 


There is no question in the minds of many of today’s 
obstetricians that the extraperitoneal approach to an 
infected uterus carries a definitely decreased morbidity 
and mortality rate. On the other hand, injuries to the 
pelvic soft parts, bladder, and ureters, are sometimes 
increased over that of either the low cervical or the 
classical section. There is also no question that the 
technicalities involved in the performance of either the 
Waters or the Norton type of extraperitoneal cesarean 
section are more than the occasional operator desires. 
The fact that this type of operation has of late assumed 
increasing importance in the surgical armamentarium 
of the obstetrician can easily be seen by the increase 
in the number of such procedures in the hospital records 
of various private and teaching institutions. 


A brief review of the cesarean sections done at the 
University of Tennessee’s John Gaston Hospital, which 
with your permission I would like to present, will 
illustrate the increasing prominence of this operation 
at least in this one institution. During the last eight 
years on our service there were a total of 550 cesarean 
sections. Of these there were 53 extraperitoneal cesarean 
sections. During this same period there were 13 cesarean 
hysterectomies, the indications of which were either 
severe infection or multiple fibroids. During the past 
five years, that is, from 1944 to the present time in 
1948, there have been a total of 48 extraperitoneal 
cesarean sections in a total of 427 of all type sections. 
And since 1945 there have been 42 extraperitoneal 
cesarean sections and 7 cesarean section hysterectomies. 
As can be seen, since Waters created a new interest in 
this procedure we have found it much more frequently 
indicated than before. 


A brief review of the last 42 consecutive extraperi- 
toneal cesarean sections may be broken down in the 
following manner: those due to cephalopelvic dispropor- 
tion, of which there were 25, make up the largest single 
indication. This was also the largest single indication 
in Dr. Word’s series. Those due to prolonged labor from 
uterine inertia with resulting infection or potential 
infection number 16. There was a case of far advanced 
squamous cell carcinoma of the cervix with extension 
into the lower uterine segment. 


Of the 25 cases of cephalopelvic disproportion the 
average length of labor was twenty-seven hours and 
fifty minutes, the shortest being twelve hours and the 
longest forty-eight. In the 16 cases of prolonged labor 
due to uterine inertia the average length of labor was 
forty-eight hours and fifty minutes. The remaining case, 
that of premature rupture of the membranes, pro- 
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longed labor, and squamous cell carcinoma of the cervix, 
was in labor seventy-two hours. 

Of further interest in an evaluation of these cases 
is the maternal morbidity and mortality rate. Morbidity 
in all cases in this review was based on a temperature 
of 100.4° for two consecutive postoperative days exclud- 
ing the first twenty-four hours. 

For the cephalopelvic disproportion group the mor- 
bidity ranged from no days in 6 cases to eleven days 
in 3 cases, a total of ninety-six days, or an average of 
4.1 days per case. There were no fatalities in this group. 

For the group made up of the 16 prolonged labors 
the morbidity ranged from 5 cases with no morbidity 
to 1 case of twenty-five days, or a total of seventy-one 
days, an average of 4.4 days per case. Again there were 
no fatalities. The remaining case, that of prolonged 
labor complicated by carcinoma of the cervix, was not 
morbid. 

Dr. Word did not mention the fetal mortality rate 
in his group of cases. In the 42 cases that I have pre- 
sented there was 1 stillborn and 2 prenatal deaths, a 
fetal mortality of 7.1 per cent. 

Among these 42 cases, injuries to the soft parts, to 
wit, the bladder, ureters, and soft tissues, plus inad- 
vertent entrance into the peritoneal cavity through the 
vesico-uterine fold of the peritoneum were as follows: 
there was a total of 10 injuries. Five included enter- 
ing the peritoneum one or more times. This injury 
was the most common in Dr. Word’s series as well as in 
ours. Three included entering the bladder, one entered 
the bladder and peritoneum, and lastly an extensive 
tear through the lower uterine segment involved the 
uterine artery on one side. 

Thus with 10 injuries in 42 cases the percentage of 
injuries was 23.8. This illustrates rather conclusively 
that this procedure is attended with some danger. How- 
ever, because the entire procedure is extraperitoneal and 
suprasymphyseal the morbidity and the mortality are 
low. 

There were 10 subsequent uncomplicated pregnancies 
following the extraperitoneal cesarean section in these 
cases, all of which were delivered by either low cervical 
or classical cesarean section. There were no deaths. 

I certainly agree with Dr. Word that the extraperi- 
toneal approach to an infected delivery is a better pro- 
cedure than cesarean hysterectomy. This is especially 
true in the younger primigravida or secundigravida in 
whom there is a desire for future pregnancies. 

I believe that the extraperitoneal cesarean section 
most definitely has a deserving and useful place in the 
management of either grossly or potentially infected 
obstetric cases, and that resorting to its use when indi- 
cated will lower our maternal mortality rate still further. 


Dr. Oliver (closing) —We feel this operation will help 
lower the mortality and morbidity resulting from post- 
operative peritonitis. In our minds, this operation is on 
the same plane with the antibiotics and sulfa drugs. 

The idea of keeping the frankly infected uterine 
contents out of the peritoneal cavity at the time of 
operation is a much better operative technic. Following 
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operation, the peritoneal cavity is protected from infec- 
tion by the fact that the peritoneum has never been 
opened, and any later seepage of infected material from 
the uterine incision is diverted to the external surface 
by the drains and subsequent sinus tract formation. 
The technic of this operation is, I think, what fright- 
ens many people away from it. The technic is not 
difficult. With a small amount of practice, in most 
cases, the fascial planes can be well identified and the 
operation can be completed without difficulty. 


Another important point is that with ‘this operation 
available, fewer cesarean sections will be necessary. One 
can allow his difficult cases a longer time in labor. 
Frequently a little more time is all that is necessary 
to effect a delivery from below. 

The fear of damage to the bladder is another factor 
that often deters one from using this approach. As Dr. 
Carter said, the bladder is a tough organ and can take 
a lot of trauma. In discussing this point with several 
urologists, we were impressed with their respect for the 
ability of the bladder to withstand trauma. They cited 
cases of removing up to three-fourths of the bladder, 
and later finding an apparently normal and functioning 
organ. 





MANAGEMENT OF EARLY FRACTURES 
OF THE FACIAL BONES* 


By G. S$. Fitz-Hucnu, M.D. 
Charlottesville, Virginia 


As the result of the injuries incurred during 
the past war, many physicians and dentists had 
the opportunity to become familiar with facial 
bone fractures. Such injuries were numerous, 
and probably more were due to vehicular acci- 
dents and non-combat incidents than to actual 
combat. As a consequence of this experience, 
the treatment of maxillofacial injuries is im- 
proved. In this presentation, the time available 
precludes any effort to cover any part in detail. 
A general survey is attempted in regard to the 
handling of the more common fractures. The 
methods employed in the main are not original 
but the application of those recommended by 
various authorities on the subject. 

Since 1946 all injuries primarily of the maxil- 
lofacial type, including fractures of the mandible, 
have been admitted to the Otolaryngologic Serv- 
ice at the University of Virginia Hospital. In 
a group of 150 consecutive facial bone fractures 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 
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hospitalized, 64 involved the mandible, 79 the 
midfacial region which included the nose, maxilla 
and zygomatic arch, and 7 the frontal sinus 
area. One-third of the injuries were the result 


of automobile accidents. 


Initial Problems. — Among the initial prob- 
lems, the maintenance of an adequate airway is 
paramount. This is accomplished by the use 
oi an aspirating apparatus, the control of hemor- 
rhage, the support of the tissue of the floor of 
the mouth, and the restoration of the displaced 
parts to their normal positions. The necessity 
for tracheotomy is infrequent (Fig. 1). With 
the adequate airway t en, the condition of the 
patient may be evaluat:d and plans made for 
the repair of the injured parts. Complete radio- 
logic studies are necessary and nothing less is 
acceptable. 


Anesthesia. The matter of anesthesia re- 
quires some comment. When general anes- 
thesia is used, and this is preferable in fracture 
injuries of the upper and midfacial groups, the 
method of choice in administration is the endo- 
tracheal route. There is minimal danger from 





Fig. 1 
Contusion of soft tissue and fracture of mandible. Hemor- 
rhage into soft tissue resulted in cbstruction to airway, 
necessitating tracheotomy. 
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the aspiration of blood and secretions, and the 
anesthetist has control of the patient without 
interfering with the operator. Local nerve block 
and regional infiltration anesthesia are often 
desirable, particularly in injuries involving the 
mandible. Intravenous “pentothal” sodium is 
used when there is little danger of secretions or 
blood causing laryngeal spasm. 
MAIN TYPES OF INJURIES 


(I) Soft Tisswe——Care is taken in the repair, 
cleansing, and conservation of lacerated and con- 
tused tissue in an effort to minimize future 
scarring. An exhaustive search should be made 
for foreign bodies in the wound, particularly 
glass and tooth fragments. Seeley! has reviewed 
the handling of parotid duct and associated facial 
nerve injuries, and urges primary repair of the 
duct or nerve when injured. Steel alloy wire is 
used as dowels in the ducts of the lacrimal appa- 
ratus and parotid gland. One is impressed by 
the rarity of injury to the facial nerves, parotid 
duct, and lacrimal apparatus in the accidents 
of the present time. 

(II) Bony (Main Type of Fractures): (1) 
Nasal Bone.—Fractures of the nasal bones are 
common and probably are the most neglected 
of those of the face. Reduction may be delayed 
for as many as six to seven days, if necessary. 
The procedure should be carried out under gen- 
eral anesthesia except for those fracture displace- 
ments which may be snapped back into place by 
simple and rapid manual maneuver. After reduc- 
tion, retention of the fragments in the proper 
position is no real problem unless they are 
comminuted. There are many methods utilized 
to retain the comminuted fragments in the 
proper place, and no one appliance or method 
is universally successful. We do not hesitate 
to use prolonged nasal packing, splints of dental 
compound, and external traction as the need 
develops. Outward traction may be obtained 
by any one of the methods shown in Figs. 2, 3 
and 4. Details may be found in texts by Barsky’ 
and Austin and Erich. Daily manual compres- 
sion of the nasal fracture in outward traction 
will do much to obtain a good cosmetic result. 
Maliniac* has suggested a method by which a 
modified Joseph clamp is added to outward 
traction to give inward compression, thus pre- 
venting spread of the nasal complex. 


Replacement of a fractured and displaced 
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_— a — nasal septum is not difficult, but to keep this 
) | — a septum in good position is difficult and often 
(7 <———— ACRYLIC SPLINT ——>| © | unsuccessful. Nasal packing and retention wires 
/ \ attached to the teeth, according to the technic 

—— 


of Blair,> are useful (Fig. 5). 
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Fig. 4 
Comminuted fracture nasal bone. Lead plates and wire 
to obtain medial compression and outward traction. 





@. Pacey 


Fig. 2 
Methods of obtaining traction and immobilization of 
nasal bones. 





Fig. 5 
Fig. 3 Fracture of nasal bone and septum. Latter maintained 
Illustrating use of headcap appliance, elastic bands and in midline position by wire through septum and attached 


Kirschner wires to obtain traction on nasal complex. to lateral incisor tooth. Lateral view. 
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Nasal fractures in children must receive as 
full consideration as those in adults. There is 
an unjustified tendency to minimize these frac- 
tures in children. Comminution is rare, and sim- 
ple elevation and readjustment of the displace- 
ment is all that is required. The procedure 
should be performed under ether anesthesia. 


(2) Malar, Zygomatic Compound.—The point 
to be emphasized here is that reduction must 
not be delayed, as early impaction is the rule. 
There are many methods of reduction of this 
type of fracture, and each has its proponents. 
None seems more universally useful than that 
devised by Gillies,° in which a stout elevator 
or hook is inserted under the depressed part by 
way of a small horizontal skin incision in the 
temporal region. Outward leverage will result 
in reduction of the depression. If reduction is 
not carried out in depressed malar fractures, a 
cosmetic deformity is certain, and diplopia and 
interference in function of the temporomandib- 
ular joint may be unfortunate sequelae. 

The intra-antral approach to malar fractures 
will be mentioned later. 


(3) Upper Facial Fractures. — Upper facial 
fractures that interest us are those that involve 
the frontal sinuses (Fig. 6). Fractures of the 
anterior or posterior plate without displacement 
require no special attention. If the anterior 
wall is depressed, elevation of the fragments is 
indicated. Comminuted fragments may require 





Fig. 6 
Depressed fracture of frontal sinus area requiring surgery 
for possible dural tear, brain injury, and for cosmetic 


reasons, 
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packing or the linking of the fragments with 
stainless steel wire or heavy catgut, in order to 
retain them in the proper position. When there 
is displacement of the posterior plate, explora- 
tion of the area for dural injury is necessary 
at the earliest opportunity. 

It is in fractures of the frontal sinus and 
cribriform areas that one encounters the compli- 
cation of cerebrospinal fluid rhinorrhea and 
pneumocephalus. The presence of either means 
a penetration or tear of the dura by the bone 
fragment. One may be present without the 
other. The handling of these cases is often an 
added problem. The opinions of Gurdjian and 
Webster’ have aided us in formulating our poli- 
cies. If cerebrospinal fluid rhinorrhea is present 
without obvious clinical and radiologic evidence 
of displaced bone fragments, then the patient is 
treated conservatively, by rest in bed with full 
protection of the bio- and chemotherapeutic 
agents. Spontaneous repair is likely within 
seven days.- If the rhinorrhea persists, then 
closure of the defect must be considered with 
the neurosurgeons. Cerebrospinal fluid rhinor- 
rhea in the presence of an apparent bone defect 
requires repair without delay. The bone is repo- 
sitioned and the dural defect repaired by the 
most suitable of the various methods. Recur- 
rent cerebrospinal rhinorrhea requires closure 
of the cranionasal fistula because of the ever 
present danger of meningitis and brain abscess. 


Pneumocephalus (Fig. 7) is managed much 
like cerebrospinal rhinorrhea. Many of the 
cases may be handled conservatively, but per- 
sistent, increasing, or recurrent aerocele will 
require surgical closure of the fistula. 


(4) Midfacial Fractures.— This group con- 
sists mainly of fractures of the maxillae, and 
may be divided as a matter of convenience into 
the high transverse, central circular, and lower 
transverse subgroups. It is in these midfacial 
fractures combined with fractures of the nasal, 
ethmoid, and malar bones (previously men- 
tioned) that one encounters complications such 
as facial deformities, diplopia, delayed enoph- 
thalmus, cerebrospinal rhinorrhea, nasal obstruc- 
tion, and dental malocclusion, if treatment is 
not prompt and successful. Delay in manipu- 
lation and reduction of the fracture is to be 
avoided unless a cerebrospinal rhinorrhea exists, 
as fibrous union is rapid. In the second week 
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Fig. 7 


Fracture of left frontal sinus area (right view) and pneumocephalus (left view). 


following accident, one is apt to have difficulty has been effected. There is no need for hesi- 
in the correction of the displaced fragments. tancy in passing stainless steel wire through 
It is also in this group that mechanical ingenuity soft tissues or through drill holes in the bone. 
must be displayed in the handling of the case. There will be no significant reaction, scarring, 
Effort is directed to the restoration of the infra- nor discomfort if properly placed. 

orbital rims to their proper level and the teeth 
to normal occlusion (Fig. 8). If this is done and 
the nasal bone is in good position, a very satis- 
factory result may be predicted. 


One of the most satisfactory approaches to 
fractures involving the maxilla, mala, and floor 


Often, to obtain satisfactory reduction and 
immobilization, some type of traction appliance 
is needed. In our experience, nothing has been 
more satisfactory than the procedure by which 
stainless steel wires are attached to the displaced 
segment of bone and then to a fixation point, 
such as the basic appliance incorporated in a 
plaster headcap and the lower jaw (Figs. 9 and 
10). The points from which wires may be led 
to the fixation point are: the infraorbital ridges, 
malar bones, and upper teeth or alveolar process. 
An excellent dental appliance is the Winter frac- 
ture splint, which is a malleable arch bar with 
numerous lugs which may be fitted with anchor 
wires to the teeth. If immediate reduction can- 
not be carried out because of the immobility of 





Fig. 8 


the fragment, then elastic bands are inserted at Untreated fracture of left maxilla and malar bones, ninth 
. . . : day. Note fixed pupil, depressed left eye and flattening 
some immediate point to exert constant, even of malar region. a, eer —— after 

Ts Te , ehs = educti { fracture. Existing dental malocclusion not 
pressure. Usually, within 48 hours replacement cMinen, counted War seuaadian af tacian. 
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Fig. 9 


Diagram illustrating points where wires are attached, arch bands fixed to the teeth with 
elastic bands for traction and immobilization as needed. 


of the orbit is the intra-antral approach (Lath- 
rop*). The antrum is entered through the canine 
fossa after the usual intra-oral incision. The 
fracture lines are always apparent after eleva- 





Fig. 10 
Mobile fracture of mazxillae, nasal bones and ethmoid 
labyrinths. Traction wires to nasal complex and upper 
teeth. Lower and upper jaw joined in position of proper 
dental occlusion by elastic bands and Winter splints (not 
shown). 


tion of the periosteum. The 
bony fragments are molded 
into place from within; the 
antral cavity is re-established 
and freed of fragments. As 
comminution is usual, to re- 
tain the position a pack of 
vaseline gauze is inserted and 
WIE - ERA left im situ for ten to twelve 
days. The pack may be re- 
moved through an intranasal 
antrostomy or through the 
original incision. This meth- 
od is not complicated and 
gives good results (Fig. 12). 


WIRE - ARCH WIRE TO 
WEADCAP 


Adams” method of inter- 
nal wiring fixation of facial 
fractures is ingenious and 


WHITER FRACTURE SPLINT will be useful in some cases. 


One advantage is the lack of 
necessity for a headcap. 
Shea!° suggests the use of an 
inflated balloon in the an- 
trum as a retention splint 
for fracture of this area. 

Generally, fractures of the maxilla including 
the upper teeth are immobilized for a period of 
three to four weeks; those of the mandible, 
four to six weeks. 


(5) Lower Facial or Mandibular Fractures.— 
In fractures of the mandible, in contradistinc- 





Fig. 11 
Method of immobilization of fixed and non-displaced 
fractures of upper and lower jaws. Note elastic chin band 
oe sone bands between the safety-pins and headcap 
ooks. 
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tion to those of the upper face, more mobility 
of the fragments is encountered because of the 
influence of the action of the muscles of mastica- 
tion and those of the floor of the mouth. Some 
delay in the reduction of these fractures is per- 
missible, as impaction is not the rule. The ab- 
sence or presence of serviceable teeth influences 
the decision as to the choice of the method of 
immobilization. The old axiom that teeth in the 
iracture line should always be removed in order 
to obtain union without infection, does not hold 
entirely now. Because of the availability of the 
successful anti-bacterial agents, certain liberties 
are taken and good teeth retained. 

After reduction of the fracture, and this may 
usually be accomplished under local anesthesia, 
immobilization in 80 per cent of the cases may 
be obtained by simply placing the teeth of the 
upper jaw against those of the lower jaw in 
proper occlusion and wiring them together in 
this position (intermaxillary wiring). The vari- 
ous technics of applying the wires are well illus- 
trated in such texts as Thoma’s.'! If any diffi- 
culty is encountered in reduction of the frag- 
ments, they may be gradually brought into posi- 
tion by the aid of elastic bands between the 
retention wires on the various teeth (Fig. 9). 


Other methods of immobilization require more 
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equipment and skill. For instance, the cap 
splints cemented to the teeth, used often by the 
British (Fry et alii!*), are especially applicable 
to fracture of the mandible in children. The 
arch wire splints and various modifications, such 
as the Winter fracture splint (Figs. 9 and 16), 
which are devised to use a combination of hori- 
zontal and vertical immobilization with wire and 
elastic traction, are most useful and practical. 
We use this excellent splint whenever possible. 

In edentulous jaws, the problem of immobili- 
zation is a more difficult one. Here one must 
resort to special equipment and appliances. 
Circumferential wiring of the mandible to in- 
clude the patient’s dentures or a specially pre- 
pared splint is a useful method (Fig. 13). The 
insertion of skeletal metal pins extraorally in 
each fragment and joining these with connecting 
bars, such as the Haynes-Griffin appliance, has 
its advantages (Fig. 14) and becomes the pro- 
cedure of choice at times. Another method of 
fixation of the fragments which may be used in 
the upper or lower jaw, is the insertion of a 
steel Stineman-like pin horizontally to the axis 
of the symphysis or ramus of the mandible to 
include a large segment of each fragment, as 
suggested by Brown.'> Good immobilization is 
obtained in this manner (Fig. 15). 





Left 


Right 


Fig. 12 
Fracture of left malar bone and maxilla, before (left) and after (right) reduction by the intra-antral approach and packing. 
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In the treatment of fracture displacement of 
the condyle of the mandible, there is much dif- 
ference of opinion. The easiest method is simply 
immobilization of the jaws, and, strangely 
enough, in many cases a satisfactory result is 
obtainable (Fig. 16). Recently Thoma'* has 
questioned the advisability of this conservative 
treatment and outlined a plan for open reduc- 
tion. Fortunately, this type of fracture displace- 
ment is not common. Gordon!> is of the opinion 
that direct interosseous wiring of fracture of the 





Fig. 13 
Edeatulous patient, fracture of mandible. Circumferential 


wiriag with utilization of patient’s own denture as the 
splint. 





Fig. 14 
Edentulous patient, fracture of mandible. Successful use 
of extra-oral skeletal fixation. 
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mandible is not used so often as its value justi- 
fies. We have not in the past several years used 
the open reduction method unless all others 
have been deemed inadvisable. We will proba- 
bly try this mode of procedure more often in 
the future in the edentulous cases. 





a> 
Seow 


Fig. 15 


Edentulous patient, fracture of nose and fracture of 
symphysis and rams of mandible. Immobilization by 
horizontal pin attached to headcap appliance. 





Fig. 16 

Fracture displacement of right condyle, fracture of left 
condyle and symphysis of mandible, successfully treated 
by simple immobilization with intramaxillary fixation. 
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SUMMARY 


Since the advent of the more successful anti- 
bacterial agents and added experience gained 
by many in the last war, fractures of the facial 
bones are being treated with greater success 
and by more physicians. We have demonstrated 
to our own satisfaction that any interested physi- 
cian with surgical training and with the aid 
of a dental consultant may develop a useful 
facial fracture service in a small hospital. Many 
injured in the rural communities are not in a 
position or condition to be referred to the more 
highly developed centers. Early planning and 
action are desired. Successful methods advocated 
by authorities and well publicized in periodicals 
and texts on the subject have been followed 
with satisfactory results. 
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DISCUSSION (Abstract) 


Dr. Frank L. Bryant, Shreveport, La—In method, 
not in principle can I offer any discussion of Dr. Fitz- 
Hugh’s paper. In fractures of the nasal bones, I prefer 
to use the dental stent compound such as is used in a 
dressing for a rhinoplasty. If the nose has suffered 
comminuted fracture, there is not only difficulty but a 
likelihood that the bones may drop, and an intranasal 
packing is employed. I use a portion of a cuff of a 


FITZ-HUGH: FRACTURES OF FACIAL BONES 


169 


rubber glove to insert into the nasal cavity, and inside 
this I pack narrow vaseline gauze. 

If there is difficulty not only in realigning the nasal 
bones but also in maintaining their approximation due 
to a pre-existing septal deformity, it is my conviction 
that it is better to do such rhinoplastic surgery and to 
include such septal surgery as to permit a restoration 
of normal nasal physiologic function as well as a satis- 
factory external appearance. It is true this will require 
a little more time in the operating room, but it will 
decrease the time spent in postoperative dressings and 
minimize a poor end result. 

The setting of the compound malar zygomatic frac- 
ture as given by the essayist is good. However, I have 
had patients in whom these bones became depressed two 
or three days after surgery. It is now my practice in 
almost every case to place a tantalum wire underneath 
the malar zygomatic compound, placing it as near the 
external rim of the orbit as possible. 

The wire is placed over three firm tongue blades 
which are supported by adhesive and gauze on the side 
of the face. This procedure not only gives support to 
the fragments but minimizes the patient’s rolling against 
the fractured cheek bones. If displacement should still 
occur, this method permits later manipulation and mold- 
ing without a second operative intervention. 

In fractures of the maxilla with comminution and 
depression of the inferior rim of the orbit, I likewise 
use the method advocated by the essayist. A modifica- 
tion is to insert the thumb of a rubber glove through 
the opening of the anterior wall of the antrum into the 
maxillary sinus. Vaseline packing is then inserted into ' 
the rubber thumb. It is more comfortable for the pa- 
tient and there is less postoperative reaction. There is 
less pain and bleeding upon removal. 

The essayist said that he has not used wiring or 
plating to any extent in fractures of the mandible. I 
believe that these methods give better results in a shorter 
time and therefore require less hospitalization. 

In both fractures of the mandible and maxilla where 
the teeth are involved so that malocclusion exists, as the 
essayist indicated, it is essential to work with a dentist. 
I believe such a team is indispensible for the ultimate 
welfare of the patient. 

I am sure Dr. Fitz-Hugh and his staff do not over- 
look the dietary requirements of patients with fractures 
around the mouth which require immobilization. This is 
the responsibility of the physician rather than the den- 
tist. They may be briefly given as follows: 

Minimal intake of 3,000 cc. of fluids per day, mini- 
mal amount of 2,300 to 3,000 calories per day, depending 
upon whether the patient is in bed or ambulatory. 
Vitamin A 5,000 units should be given daily and vitamin 
D 1,000 units should be given daily. 


*Dr. I. L. Hutcherson, Dentist, University of Virginia Hos- 
pital, gave invaluable advice and aid in the management of these 
cases. 
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PERFORATIONS OF THE ESOPHAGUS* 


By James M. Mason, III, M.D. 
Birmingham, Alabama 


Diseases and injuries of the esophagus have 
within recent years been subjected to radical 
surgical therapy with relief of many conditions 
which formerly were treated only palliatively. 
Notably may be mentioned plastic operations 
for the cure of achalasia; and resections of the 
esophagus with restoration of the continuity by 
end-to-end suture, or by transthoracic esophago- 
gastrostomy, not only for lesions in the lower 
third, but also for those situated above the arch 
of the aorta. While resections for these upper 
lesions carry a rather high mortality, they are 
immeasurably superior to the epithoracic esoph- 
agus with its multiple and tedious plastic opera- 
tions, and its obvious functional disadvantages 
when successfully completed. 

Esophagoscopy is an invaluable aid in diag- 
nosis and treatment of esophageal lesions and 
has played a great part in the development of 
esophageal surgery. 

This paper will be devoted to a consideration 
of the treatment of penetrating and perforating 
injuries of the esophagus, and to a discussion 
of the complications which follow. 

Perforations of this tube may result from 
external trauma, such as a gunshot or stab 
wound; from internal trauma, such as may 
result when some hard swallowed object becomes 
lodged in the esophagus and perforates its wall; 
or from instrumentation by the esophagoscope 
or dilator. Malignant growths may invade the 
submucosal layers of the tube and perforate. 

When perforation takes place from any cause, 
one may expect an infection, spreading into the 
tissues adjacent to the perforation, the resulting 
symptoms depending upon the location of the 
perforation. 

In the cases here presented were found three 
mediastinal abscesses, one septic empyema, and 
one pneumoperitoneum with peritonitis. 

The steps necessary to diagnose esophageal 
perforations vary somewhat with the cause of 
the perforation. 





“Read in Section on Surgery, Southern Medical Association, 
cas Annual Meeting, Miami, Florida, October 25-28, 


SOUTHERN MEDICAL JOURNAL 





March 1949 


In gunshot and stab wounds where perfora- 
tion is suspected, careful esophageal examina- 
tions must be made to rule out perforation, or 
to confirm one’s suspicion of such before the 
development of mediastinal abscess. Perforation 
from external causes will seldom be encountered 
except in the first portion of the esophagus high 
up toward the neck. The thoracic esophagus is 
so deeply placed and is surrounded by such 
important vessels and other structures that 
injury from without will probably have resulted 
in fatality before abscess can develop, before 
a diagnosis can be made, or before surgery is 
undertaken. 

In reviewing the available records of initial 
surgical operations of the Second Auxiliary 
Surgical Group, Fifth Army, in the Mediter- 
ranean Theater of World War II,! there were 
2,267 penetrating and perforating injuries of the 
thorax, including 903 thoracico-abdominal 
wounds. There were only 6 cases of injury to 
the intrathoracic portion of the esophagus. 
Three were diagnosed at autopsy; two ended 
fatally after surgery; and in the sixth, the sur- 
geon removed the missile from the wall of the 
esophagus, and it was his opinion that the lumen 
of the esophagus was not entered. 


Hard swallowed objects may become lodged 
in any part of the esophagus, and will usually 
receive very prompt attention by reason of the 
dysphagia and pain which immediately mani- 
fest themselves. Removal of the offending object 
through the esophagoscope, and careful inspec- 
tion of the injured area to determine whether 
perforation has taken place are the necessary 
steps. Removal of these objects has sometimes 
resulted in perforation. 

In certain instances the wall of the tube may 
be penetrated, but not perforated. Esophagitis 
and peri-esophagitis may result, with tenderness 
in the neck and cellulitis or abscess formation. 

Perforations from extension of malignancies 
will only be suspected when symptoms point to 
mediastinal infection, and will probably be too 
far advanced for surgery. 

Perforations from instrumentation wil! usually 
be the type most frequently encountered in 
clinical work. 


Although skilful use of the esophagoscope and 
dilator will seldom inflict trauma, perforations 
will sometimes inevitably occur. Chevalier Jack- 
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son? recognized this, and in a paper on “Diffi- 
culties and Pitfalls in the Insinuation of the 
Esophagoscope,” he writes that the introduction 
of the esophagoscope is a surgical procedure 
which carries with it difficulties and grave 
dangers. 

Strictures may require repeated dilatations, 
and, sometime during the course of such treat- 
ment, the esophageal wall may have undergone 
degenerative change which cannot be antici- 
pated and perforation may take place. A probe 
may impinge on an obstruction or go into a 
small diverticulum and a perforation result 
before the location of the point of the dilator is 
known. An unexpected movement or struggle 
on the part of the patient may result in perfora- 
tion, as we have known to occur. If not imme- 
diately recognized, the pain and sepsis which 
soon follow will direct one’s attention to the 
probability of perforation. The inherent danger 
of repeated dilatations justifies the position that 
such lesions as are resectable should be sub- 
jected to radical surgery if bougienage does not 
give prompt relief. 

For perforations with abscesses or cellulitis 
in the cervical or upper thoracic esophagus, the 
lateral cervical approach parallel to the inner 
border of the sternocleidomastoid muscle is em- 
ployed. This approach is entirely adequate for 
drainage of cervical abscesses, and may prove 
satisfactory in those abscesses originating in the 
upper thorax, but which follow the fascial planes 
deeper into the chest. 


Head’ says that this incision is effective for 
drainage to the level of the fourth dorsal 
vertebra. 

Bilateral cervical incisions may be necessary 
in those instances in which infection has 
extended behind the esophagus between its pos- 
terior wall and the spine. 

For infections spreading from injuries to the 
lower thoracic esophagus, posterior mediastinot- 
omy is advised. 

If perforation takes place in the esophago- 
gastric area, peritonitis may result and will re- 
quire abdominal exploration. 


SYMPTOMS AND DIAGNOSIS 


These will vary with the location of the injury 
and the time that has elapsed before surgical 
intervention. 
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The primary symptoms, such as pain and 
dysphagia, will usually be confined to the 
esophagus. Secondary symptoms are those of 
spreading infection. 


The following may be noted: pain, dysphagia, 
fullness and tenderness in the neck, and x-ray 
demonstration of air in the deeper soft tissues, 
following the fascial planes rather than the sub- 
cutaneous tissues. Infection quickly follows with 
fever, leukocytosis, severe toxemia and prostra- 
tion, with gradually increasing dyspnea. 

X-ray will also frequently show widening of 
the mediastinal shadow. 


Further progress will depend upon what 
structures have been invaded by the infection. 
Holinger* divides esophageal perforations into 
two major groups. First: localized infections of 
the peri-esophageal tissues which may be charac- 
terized by peri-esophagitis and peri-esophageal 
abscesses. In this group we place some cases 
of penetration of the esophageal wall, with infec- 
tion, but without definite perforation. Second: 
fulminant, extensive, overwhelming septic cases 
of mediastinitis which follow perforation. Of 
the second group he says, “such inflammatory 
processes are usually rapidly progressive and 
may involve the entire retropharyngeal space 
from the retropharyngeal area to the diaphragm 
in 24 to 36 hours.” 


TREATMENT 


While it is admitted that some mild border- 
line cases, such as Holinger places in the first 
group, may recover without operation, we hold 
definitely to the opinion expressed by Holinger 
and others that surgical drainage of the medi- 
astinum is the most important single therapeutic 
factor in the management of the complications 
of esophageal perforation. We would add that 
the sooner it is carried out, the greater will 
be the prospect for a successful outcome. 


SUMMARY 


There are submitted reports of five cases of 
injury to the esophagus. 

(1) One from penetration of the esophageal 
wall by a swallowed foreign body. Removal of 
the foreign body followed by chemotherapy 
aborted a cervical abscess which was developing. 


(2) Four cases followed perforation of the 
esophagus in the course of instrumentation; one 
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in attempted diagnosis of a painful lesion in the 
throat; three in dilatation of lye strictures. 
(3) From these accidents resulted: 


(a) One perforation into the right pleural 
cavity with septic empyema and death. 

(b) Two abscesses of the upper mediastinum, 
one of which recovered after drainage in the 
side of the neck; one of which gravitated to 
deeper reaches of mediastinum, and required 
through and through retro-esophageal drainage 
on both sides of the neck. 


(c) Pneumoperitoneum and peritonitis. 


All patients recovered, except the one in which 
the pleura was involved. 


CONCLUSIONS 

(1) Bougienage, dilatation and esophagoscopy 
have played vital parts in the development of 
surgery of the esophagus. 

(2) Instrumentation of the esophagus. dis- 
eased by stricture or malignancy, or obstructed 
by foreign material or outside pressure, carries 
with it an element of danger. Occasional per- 
forations are unavoidable and inescapable. 


(3) When such accidents occur, they should 
be promptly recognized, and treatment should 
be carried out at the earliest possible moment. 
This will usually necessitate incision and drain- 
age. 

We present studies of five cases which illus- 
trate some of the complications which may 
follow esophageal perforations or penetrations. 


Case 1.—St. Vincent’s Hospital No. M-4500, penetra- 
tion of esophageal wall with peri-esophagitis. 

S. M., W. F. S., on May 1, 1946, swallowed a chicken 
bone which lodged in her throat. She was admitted to 
the hospital May 4, at 3:00 p.m. Symptoms were 
hoarseness, tenderness, pain and swelling in the neck, 
dysphagia, and a temperature of 100.4.° X-rays of the 
chest and cervical region were taken after she had 
swallowed a barium capsule. This lodged at the level 
of the 4-5 cervical vertebrae. There was no broadening 
of the mediastinal shadow, and no air was found in the 
tissues. Under local anesthesia the author passed an 
esophagoscope and removed a sharp-pointed chicken 
bone. That the esophageal wall had been penetrated 
was manifested by bleeding at the site of the lodg- 
ment of the bone. Perforation could not be demon- 
strated. The diagnosis was penetration of the esoph- 
ageal wall with peri-esophagitis. 

She was given penicillin and kept under observation 
for a few days. Her symptoms subsided, and she was 
discharged well. 
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Case 2.—Jefferson-Hillman Hospital No. 34351, medi- 
astinal abscess following attempt at dilatation of lye 
stricture of four months’ duration, located 25 cm. below 
the incisor teeth. 


This patient, a white woman, aged 23 years, was 
admitted to the hospital on January 5, 1947. She 
presented such an unusual condition that one may 
digress briefly from discussion of the esophageal per- 
foration to relate the other findings, the most conspicu- 
ous of which, aside from extreme emaciation, was the 
enormously dilated stomach. In addition to the esoph- 
ageal stricture, it was found at operation that she also 
had pyloric obstruction due to cicatrization of an ulcer. 
The stomach was trapped between these cicatrices. 


The esophageal stricture was so tight that the smallest 
bougie could not be passed. It was decided to proceed 
at once with gastrotomy under local anesthesia. On 
January 7, 1947, on opening the stomach, I withdrew 
5 liters of fluid. On exploring the interior of the 
stomach, it was found that the pylorus was occluded 
by a cicatrized ulcer. This necessitated a _ gastro- 
enterostomy for drainage in addition to a gastrostomy 
for feeding. The patient’s weight at this time was 87 
pounds. 

On January 30, 1947, an attempt was made to dilate 
the stricture. The endoscopist was not aware that the 
esophagus had been traumatized, but shortly after the 
operation the patient complained of tenderness on the 





Case 1, Fig. 1 
Barium capsule lodged in esophagus at level of foreign 
body. 
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left side of the neck. Pain and temperature developed 
and became progressively worse. 
On February 1, I found the neck red and swollen 





Case 2, Fig. 1 
Barium shows level of esophageal stricture. 





Case 2, Fig. 2 
Distension of stomach. 
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and tender. X-rays showed air in the tissues of the 
neck. The lung fields were clear. 





Case 2, Fig. 3 
Anterior-posterior view showing air in soft tissues of neck. 





Case 2, Fig. 4 
Lateral view showing gas in soft tissues of neck. 
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Perforation of the esophagus with formation of 
cervical abscess was diagnosed, and operation was car- 
ried out at once. Through an incision on the left side 
of the neck, parallel with the anterior border of the 
sternomastoid muscle, the cervical esophagus was ex- 
posed, gas and pus were evacuated, and drains were 
inserted. The discharge was very free for a week, but 
gradually subsided. By February 20 the cavity had 
been obliterated, and in a few days the wound had 
completely healed. She was discharged on March 30, 
1947. On the date of discharge she had gained 10 
pounds. On examination November 10, 1947, ten months 
after her gastrostomy, her weight was 115 pounds, a 
gain of 28 pounds. 


The infectious process was confined to the 
cervical region. Prompt surgical drainage re- 
lieved this, and probably prevented extension 
into the deeper mediastinal tissues. 


Case 3.—Jefferson-Hillman Hospital No. 41842. This 
colored male infant, aged 5 months, was admitted to 
the hospital on August 27, 1947, soon after having 
swallowed an escharotic agent (carbolized vaseline). 
He was in marked respiratory distress, with burns of 
lips, mouth and pharynx. Tracheotomy was performed, 
a nasal tube was passed into the stomach, and gastros- 
tomy was carried out a few days later. After the acute 
phase of the burns had subsided, the tracheotomy tube 
was removed, and the patient was referred to the 
esophagoscopic clinic. Dilatations were carried out at 
weekly intervals for several months, and at three weeks’ 
intervals during the last three months. 

On May 8, 1948, the patient was anesthetized, as 
usual, for passage of the dilator. The endoscopist noted 
that the child was not well relaxed and that his struggles 
made the operation somewhat difficult. Five hours later 
the patient strangled in attempting to swallow milk. 
Breathing became difficult, and the rectal temperature 





Case 3, Fig. 1 
Fluid in right pleural cavity. 
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was recorded at 104.° I saw the patient 24 hours later. 
He was comatose, the temperature registered 105,° 
there was marked respiratory distress and circulatory 
failure. 

X-ray showed the right lung field to be cloudy. 
Aspiration yielded 155 cc. of thick milky fluid. A 
diagnosis of perforation of the esophagus into the right 
pleural cavity was made. Death took place 8 hours later. 
Autopsy was not permitted. 


This patient had had numerous previous dila- 
tations, without any unfavorable results. This 
accident demonstrates the potential dangers of 
dilatation. 


Case 4.—Jefferson-Hillman Hospital No. 40188. L. N., 
a colored man, aged 46, had a perforation of the lower 
end of esophagus with pneumoperitoneum and _peri- 
tonitis. 

Detailed report of the operative treatment of this 
patient appeared in Annals of Surgery, May 1948.5 

A very brief outline follows: 

He was admitted to the hospital on January 24, 1947, 
with a history of lye stricture of four months’ duration. 
On January 28, 1947, a small flexible dilator was passed 
into the esophagus with difficulty. A No. 6 scope was 
used in an endeavor to enter the esophagus, but con- 
striction was so marked that the instrument could not 
be passed. On January 31, 1947, gastrostomy was done. 
He was discharged February 8, 1947. On March 12, 
1947, he was readmitted. On March 26 the strictured 
area of the esophagus was divided longitudinally and 
sutured over a bougie. The operation was successful 
and the patient’s weight was restored. Postoperative 





Case 4, Fig. 1 
Air below diaphragm. 
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dilatations were carried out until his discharge on May 
2, 1947. He was instructed to return at intervals for 
further dilatation. As he lived out of the city, he failed 
to return until September 9, 1947, four months later. 
On September 21, 1947, a No. 20 dilator was passed. 
On September 22, 1947, he complained of pain in the 
leit chest, left shoulder and abdomen. X-ray showed 
pneumoperitoneum. No air was noted in the soft 
tissues of the neck, and the mediastinal shadow was 
not enlarged. Perforation of the lower esophagus or of 
some hollow viscus was diagnosed, and the abdomen 
was opened through the upper midline. Considerable 
turbid fluid was found. The intestinal tract was care- 
iully examined for perforation. The left lobe of the 
liver was mobilized and the cardia and esophagus were 
examined. A solution of methylene blue was injected 
into the stomach, but no perforation could be demon- 
strated. We were forced to the conclusion that a small 
perforation had taken place, permitting the escape of 
air into the peritoneum, which set up peritonitis, and 
that the perforation had later become sealed off. 

The wound healed per primam, and the patient was 
discharged on October 12, 1947. He was observed on 
August 29, 1948, weighed 150 pounds, and says he can 
eat anything that he desires. 


Case 5.—St. Vincent’s Hospital No. 3530. P. G., a 
white woman, single, aged 51, on account of irritation in 
the throat, consulted an otolaryngologist and on Feb- 
ruary 26, 1946, esophagoscopy was attempted. She was 
nervous and uncooperative, so the operation had to be 
abandoned before completing the passage of the scope. 

Two days later I was called in consultation, and she 
was admitted to the hospital on February 28, 1946. Her 





Case 5, Fig. 1 
Gas in cervical and mediastinal tissues. 
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temperature was 102,° and there was marked pain and 
tenderness in the neck. She could not take solid ‘food, 
and dysphagia accompanied attempts at swallowing 
liquids. Chemotherapy was instituted and fluids were 
administered intravenously. X-rays showed air in the 





Case 5, Fig. 2 
Iodized oil outlining granulating sinus tract. Shows depth 
of mediastinal abscess. 
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Case 5, Fig. 3 
X-ray of chest taken about two years later, showing 
normal mediastinum. 
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cervical and mediastinal tissues. A diagnosis of per- 
foration of the esophagus was made. Surgical drainage 
was instituted on the right side of the neck. Pus and 
gas were evacuated. A finger was then passed through 
the superior strait behind the suprasternal notch. Thin 
watery fluid and foul smelling gas were evacuated from 
this region and drainage was instituted. 

A few days later there appeared edema of the left 
side of the neck, extending into the left arm. This 
necessitated exposing the esophagus from the left side. 
This was done and through-and-through retro-esophageal 
drainage was obtained. Then began a long and tedious 
convalescence. Both neck wounds were dressed and 
irrigated twice daily, until complete obliteration of the 
mediastinal abscess cavity was obtained. Intravenous 
and tube feeding were carried out for a short time, but 
gastrostomy was necessary, and adequate nutrition was 
maintained through this route. 

During late convalescence an attempt was made to 
close the opening in the esophagus by enlarging the 
sinus tract and suturing the esophageal wound with 
catgut. Primary union did not follow. Finally, after 
seven months’ hospitalization, all wounds were soundly 
healed, and the patient was swallowing without diffi- 
culty. The gastrostomy tube was removed, and the 
abdominal wound closed promptly. She is seen fre- 
quently, and has gained weight. She eats whatever she 
wishes, and swallows without difficulty. 

This case shows, step by step, the progress 
which may follow perforation of the esophagus: 

(1) Perforation in the cervical esophagus was 
unrecognized for 48 hours. 

(2) Abscess in the cervical region burrowed 
down into the deeper mediastinal spaces. 


(3) Incision and drainage on the right side 
gave some temporary relief, followed by spread 
to the retro-esophageal space. 

(4) This required incision and through-and- 
through drainage of the retro-esophageal space. 

(5) Gastrostomy feeding was required to 
maintain nutrition. 

(6) Constant attention to irrigation and dress- 
ings was necessary to obtain final closure of the 
abscess. 

(7) This demonstrates the inadequacy of at- 
tempts at late suture of perforation. 
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DISCUSSION (Abstract) 


Dr. Cecil O. Patterson, Dallas, Texas——In the therapy 
of acute lye burns, if we give the children penicillin 
immediately, when we see them for their first lye burns, 
we will minimize the strictures and further complica- 
tions. 

In our city hospital we see a number of acute lye 
burns. By giving them the maximum dose of penicillin 
that the pediatrician recommends, I believe we prevent 
many subsequent strictures, perforations, and other 
complications. 

Dr. Mason (closing) —Chemotherapeutic agents are 
usually adjuncts to the use of sound surgical principles 
in the treatment of perforations of the esophagus, but 
they are playing an important part and can be credited 
with saving some lives. 

High cervical strictures are perhaps the most diffi- 
cult to correct. Often they are situated just within the 
esophageal hiatus and reconstructive surgery is diffi- 
cult if not impossible. However, Dr. Sweet has reported 
cases recently in which he resected the clavicle and 
brought the stomach well up into the neck forming an 
anastomosis with the cervical portion of the esophagus. 
In dilating these high strictures it is frequently necessary 
to have young patients anesthetized. 





DIAGNOSIS AND TREATMENT OF 
HIATAL DIAPHRAGMATIC HERNIA* 


By Porter P. Vinson, M.D.* 
Richmond, Virginia 


Recognition of hiatal diaphragmatic hernia 
has been one of the outstanding diagnostic 
developments of the past quarter of a century. 
Much of the credit for this achievement must 
be attributed to roentgenologists, but careful 
clinical observations have also been responsible 
for more frequent detection of this interesting 
abnormality. 

Although most physicians shun publicity asso- 
ciated with newspaper reports of interesting or 
unusual pathologic conditions, yet the sensa- 
tional story appearing about fifteen years ago 
of the young girl with the “upside down stom- 
ach” undoubtedly stimulated search for similar 
lesions. At any rate, hernia of a portion of 
the stomach through the esophageal hiatus in 
the diaphragm is diagnosed frequently now, 
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whereas in prior years few physicians were 
aware of this lesion, and almost none were 
familiar with its clinical manifestations. 

This report is based on study of 147 patients 
whom I have observed during the past twelve 
years with protrusion of a portion of the stom- 
ach through the esophageal opening in the dia- 
phragm. Yet this relatively large number of 
patients does not include still others who have 
been observed by my colleagues at the Medical 
College of Virginia Hospital and about whom 
I have been consulted informally. I am con- 
vinced that an exact statistical study of this 
group of patients not only is not desirable but 
would actually provide misleading information, 
in that certain symptoms predominate in accord- 
ance with the special interest of the examiner. 
Patients in whom thoracic pain is the presenting 
symptom would logically seek advice from a 
cardiologist, whereas those with bleeding or 
digestive disturbances would most probably be 
referred to a gastro-enterologist. 


For general study I divided my patients with 
hernia into three major groups. The first group 
included those who were found to have hernia- 
tion of the stomach through the esophageal 
hiatus beside the esophagus, or the so-called 
para-esophageal type of hernia. Twenty-one of 
my patients, 15 of whom were women and 6 
men, represented this kind of hernia. The young- 
est was a girl 3 years of age, and the oldest a 
woman 78 years of age. 


The second group included those patients 
with the short esophagus type of hernia with- 
out stricture, or the type commonly termed 
congenital shortening of the esophagus with a 
partially thoracic stomach. This group num- 
bered 110, of whom 64 were women and the 
remainder men. 


The third group included those with a short 
esophagus and a portion of the stomach above 
the diaphragm but with definite cicatricial stric- 
ture at the junction of the esophagus and the 
herniated portion of stomach. Sixteen patients, 
9 of whom were women, had this kind of lesion. 
The small number of patients in this group with 
detectable stricture was especially interesting, 
as many observers consider fibrosis, with longi- 
tudinal as well as lateral contracture of the 
esophagus, to be responsible for shortening of 
the esophagus. They believe that the stomach 
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is pulled into the thorax as a result of this 
contracture and that the lesion is not of con- 
genital origin. 

Scleroderma involving the terminal portion 
of the esophagus often causes sufficient con- 
traction to pull a portion of the stomach into 
the thorax so that if stricture is present in 
association with an apparently short esophageal 
type of hernia, a congenital basis for the lesion 
cannot be diagnosed with certainty. Predomi- 
nance of the short esophageal type of hernia 
without demonstrable stricture to passage of a 
No. 60-French sound is fairly convincing evi- 
dence that the abnormality is of congenital 
origin and not the result of fibrosis of the 
terminal portion of the esophagus. Negroes are 
singularly free from congenital deformities of 
the esophagus, and in my entire group of cases 
there were only 5 Negroes, which fact further 
substantiates the theory that hernias through 
the esophageal hiatus are of congenital origin. 


Symptoms. — Four groups of symptoms are 
encountered in herniation of the stomach through 
the esophageal hiatus, and unless one or more 
of these symptoms is present in a patient in 
whom hernia has been demonstrated, the finding 
should be considered incidental and probably 
not related to the patient’s discomfort (Fig. 1). 

The first group of symptoms, consisting of 
flatulence, distress after meals, a feeling of full- 
ness in the epigastrium, and “acid indigestion,” 
all of which may be intensified on lying down, 
may be noted in either type of hernia and may 
begin at any age. Epigastric pain with radia- 
tion substernally and down one or both arms is 
a frequent complaint and may be identical with 
the pain that is observed in coronary heart 
disease, biliary colic, or cardiospasm. Less often 
the pain may be of a dull and burning nature 
and may be mistaken for that associated with 
peptic ulcer. As a matter of fact, ulceration 
that occurs at the junction of the esophagus 
and hernial sac in the short esophageal type of 
hernia is frequently diagnosed as peptic ulcer 
of the esophagus. With ulceration, bleeding 
often occurs and hemorrhage may be severe and 
recurrent. When hematemesis is the only or 
the predominant symptom, the presence of a 
bleeding peptic ulcer or varices of the esophagus 
may be suspected. 


Dysphagia is the most frequent symptom that 
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I have observed, but none of my patients has 
noted this symptom before the age of 40 years. 
Solid food usually causes more difficulty than 
liquid or soft food. Obstruction is noted espe- 
cially with meat, and a characteristic feature is 
that obstruction is intermittent in occurrence. 
Sudden complete obstruction in the esophagus 
from a bolus of meat is frequently observed, 
and esophagoscopic manipulation is required for 
removal of the foreign body. After the foreign 
body has been removed, swallowing may con- 
tinue to be normal for variable periods of time. 


If stricture is present, dysphagia may be more 
constant, but this is not always true, and the 
diagnosis of stricture cannot be made on the 
basis of history alone. Dysphagia without stric- 
ture probably results from spasm at the esopha- 
gogastric juncture. 

Stagnation of food and secretion in the esopha- 
gus probably occurs in all patients, even though 
actual dysphagia may not be present. This 
retention of food very probably results in ulcera- 
tion and is probably responsible for bleeding 
and for the eventual formation of stricture. 
Although dysphagia is troublesome, it is rarely 
constant or severe enough to interfere with 
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nutrition, and loss of weight is rarely observed. 


Diagnosis—The most satisfactory and the 
most accurate method for detection and differen- 
tiation of hiatal esophageal hernia is roentgeno- 
scopic examination. Unless the patient is ex- 
amined carefully in a Trendelenburg position, 
many hernias may be overlooked. Even when 
examination is performed in this position, a 
hernia may be missed, for I have seen 2 patients 
in whom roentgenograms have revealed a hernia 
that was not detected on fluoroscopic study 
(Fig. 2). 


Esophagoscopic study is of some value in 
diagnosis of a short esophageal type of hernia 
but is useless in the para-esophageal kind. 

One of the perplexing problems in diagnosis 
of hiatal hernia is appraisal of symptoms in 
relation to the lesion observed. Not infrequently 
thoracic pain may suggest disease of the coro- 
nary vessels, but when a hiatal hernia is demon- 
strated on roentgenescopic examination and 
electrocardiographic studies fail to reveal ab- 
normal findings, symptoms may be attributed 
to the hernia. This deduction may not always 
be correct and I have seen several patients die 
from coronary vascular disease, in whom symp- 





Fig. 1 
Short esophagus type of diaphragmatic hernia in a man 
who suffered from recurring hiccough. There were no 
other symptoms referable to the hernia and no relief was 
obtained on passing sounds through the esophagus. 


Fig. 2 
Short esophagus type of diaphragmatic hernia. On fluoro- 
scopic study the obstruction seemed to be located at the 
cardia and cardiospasm was thought to be the cause 
of intermittent dysphagia. 
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toms were thought to have been caused by 
hiatal hernia. Other patients with pain from 
hernia have been diagnosed and treated for many 
months for coronary disease (Fig. 3.) 

Unless a preoperative diagnosis of hiatal 
hernia is made, the lesion may not be detected 
at operation. One of my patients with a large 
para-esophageal hernia had been operated upon 
by a capable surgeon for gallbladder disease, 
and the hernia was not identified until subse- 
quent roentgenoscopic studies after the patient 
had not obtained relief from pain by cholecys- 
tectomy. 


A patient in my group was found to have 
carcinoma at the junction of the esophagus and 
hernial sac. Symptoms in this instance were of 
one month’s duration and were probably pro- 
duced entirely by the obstructing growth. Prior 
to this study I had observed several patients 
who had hiatal hernia in association with carci- 
noma in the proximal portion of the esophagus. 
There was probably little relation between the 
two conditions. 

Treatment.—Patients in whom hiatal hernia 
is detected during the course of routine roentgen- 
oscopic study of the esophagus and stomach 
and who have no significant symptoms rarely 





Fig. 3 
Short esophagus type of diaphragmatic hernia in patient 


with pain as major discomfort. Relief from pain was 
obtained by passing sounds through the esophagus. 
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require treatment. In the presence of symp- 
toms, various types of therapy may be em- 
ployed advantageously. 

In the short esophageal type of hernia dys- 
phagia can almost always be completely relieved 
by passing dilating sounds over a guiding thread 
through the esophagus into the stomach. When 
stricture is present, gradual dilation is required 
as in other cases of cicatricial contracture, but 
frequently larger sounds must be passed than 
are usually required in stricture from ingestion 
of caustics. 

When spasm is responsible for dysphagia, pas- 
sage of a No. 60-French sound usually provides 
complete and permanent relief from obstruction 
to passage of food into the stomach. Pain and 
bleeding are also usually abolished by dilata- 
tion, but digestive distress often persists. Reduc- 
tion of this kind of hernia by surgical measures 
is seldom successful, and as patients can be 
made comfortable by simple procedures, surgery 
is rarely indicated. 

When dysphagia is the only symptom in pa- 
tients who have para-esophageal hernia, pas- 
sage of dilating sounds gives satisfactory relief. 
When other symptoms are present and the pa- 
tient is in good physical condition, operative 
repair of the hernia is advisable. Complete 
investigation of the esophagus should be made 
before operation in order to exclude stricture 
which may be associated with the hernia and 
probably results from peri-esophageal inflamma- 
tory reaction. 

Old debilitated patients in whom operation is 
not considered advisable should be provided 
with a bed that will permit them to sleep in a 
semi-erect position. Dietary habits should be 
adjusted as much as possible to promote com- 
fort, and excessive straining, especially at stool, 
should be avoided. 





DISCUSSION (Abstract) 


Dr. John Tilden Howard, Baltimore, Md—Dr. Vin- 
son’s series of cases differs from most of those pub- 
lished in that he had a predominance of thoracic stom- 
achs with short esophagi over simple herniation of the 
stomach into the chest. I believe that there were 126 
of the former type to 21 of the latter. Dr. Vinson 
sees more patients with dysphagia than most of us do 
and I have thought that that fact had something to do 
with the reversal of the usual figures for the incidence of 
the two types of thoracic stomach. But Dr. Moersch, 
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whose work must be quite similar to Dr. Vinson’s, 
reported only six cases of short esophagi in a series 
of patients with thoracic stomachs, a series in which 
there were 246 other cases of the hernial type. Har- 
rington had a series of 287 cases of herniation of the 
stomach through the hiatus and 33 more had short 
esophagi. Ohler and Ritvo reported 118 patients with 
gastric herniations through the diaphragm to 18 patients 
with short gullets. Jenkinson’s cases of hiatal herniae 
were divided into 78 of the rupture type and 5 with 
short esophagi. 

It is not always easy for me to decide whether or 
not an esophagus is shorter than it should be. I 
formerly thought that x-ray evidence was unequivocal 
but lately I have doubted its dependability. When the 
thoracic stomach was small, it seemed to me that meas- 
urements made with the esophagoscope from the upper 
teeth (or gum) might be misleading because the gullet 
could be stretched longitudinally 3 or 4 cm. I imagined 
that the esophagus reflexly gripped the ‘scope when it 
was inserted without general anesthesia and it was so 
stretched that the measurement of the distance from 
the incisor teeth to the cardia was not very helpful. 

In a number of our cases, the roentgenologic diag- 
nosis of short gullet has not been confirmed by the 
surgeon. 

Perhaps my lack of certainty of the condition of 
the esophagus has made me conservative in the treat- 
ment of thoracic stomachs. I believe that most of 
these patients can be managed quite well with medical 
measures and that only the occasional patient will need 
surgical treatment. 





THE PHYSIOLOGY AND CLINICAL 
SIGNIFICANCE OF RENO- 
URETERAL COLIC* 


By Ratpxu A. Downs, M.D.* 
Mobile, Alabama 


The mechanism by which reno-ureteral pain 
is transmitted to cutaneous areas is a subject 
that in most urologic texts is treated rather 
superficially. It will be noted that in most in- 
stances the pain is described as “following the 
course of the ureter” or as being referred along 
the branches of the lumbar plexus. Conse- 
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quently, it would seem that from the urologists’ 
standpoint the neurophysiology of reno-ureteral 
colic is merely of academic interest. This atti- 
tude is undoubtedly explained by the fact that 
urology is a highly technical specialty, and the 
percentage of pre-therapeutic diagnoses is high, 
due to the accessibility of the urinary tract to 
direct vision and roentgenologic investigation. 

However, in this paper, an attempt will be 
made to point out that a thorough understand- 
ing of the neuro-anatomical and physiologic 
factors instrumental in the production of reno- 
ureteral colic is of definite clinical value. Such 
an understanding is valuable in the diagnosis of 
certain urinary diseases as well as in differentia- 
tion of urinary diseases from extra-urinary dis- 
eases that are capable of producing pain similar 
to reno-ureteral colic. The specific objectives 
set forth in this discussion are as follows: 

(1) The stating of a theory which will ade- 
quately expJain the mechanisms by which reno- 
ureteral pain is referred to distant cutaneous 
areas and the substantiation of this theory by 
revealing its applicability to forty-three cases 
of colic that were studied over a period of six- 
teen months. 

(2) The evaluation of the relationship of dis- 
tribution of referred pain to location of the 
urinary lesion. 

(3) To emphasize that extra-urinary lesions 
are capable of producing pain identical to reno- 
ureteral colic, and to explain the mechanism of 
this phenomenon. 


THE THEORY OF REFERRED RENO-URETERAL PAIN 


The theories of referred visceral pain are 
numerous and consequently no one theory is 
conclusive in all aspects of the phenomenon. In 
reviewing the various concepts it was found 
that the one most applicable was Mackenzie’s 
famous theory of referred pain; however, it has 
definite inadequacies and to be acceptable it is 
necessary to recognize and institute into it sev- 
eral factors which will be discussed below. 

Mackenzie! (1893), recognizing the insensi- 
tivity of the viscera to thermal, chemical, me- 
chanical and tactile stimulation as had been 





wi 


de 
pa 
tr 
of 
m 
tel 
sis 
ha 
ce 


foc 


Vis 
aff 
the 
apy 











Vol. 42 No. 3 


demonstrated many centuries before by William 
Harvey, assumed that true visceral pain did not 
exist. He said, therefore, that some form of 
afferent impulses, not true pain, arising in the 
diseased organ would enter the spinal cord by 
way of the splanchnic or other visceral nerves, 
and there set up an “irritable focus.” This 
would stimulate the cells of the cord in an area 
which was accustomed to receiving the stimuli 
from corresponding cutaneous areas. The im- 
pulses thus created would then be projected or 
referred by way of higher perception centers 
to the cutaneous areas which share a common 
segmental spinal innervation to the diseased 
viscera. This was known as the viscero-sensory 
reflex. 

As has been stated, 
describes 
pain. 


Mackenzie's theory best 
the mechanism of referred visceral 
However, the denial of the existence of 
true visceral pain and the direct transmission 
of pain impulses by way of the visceral nerve 
makes it difficult to accept. The fact that the 
term “irritable focus” is ill-defined and incon- 
sistent with modern neurophysiologic concepts 
has also thrown the theory into disfavor. Re- 
cent developments in the field of neuro-anatomy 
and physiology, however, have supplied the 
missing links in Mackenzie’s original theory. 

Hurst? (1911) proved conclusively that true 
visceral pain existed when he demonstrated that 
the only adequate stimulus to produce pain was 
distention of hollow viscera, stretching of the 
capsule of solid viscera or by sudden anoxemia 
of cardiac musculature. 

The presence of sensory axons which differ 
in no way histologically from those in cutaneous 
nerves has definitely been demonstrated in vis- 
ceral nerves and the proof that these fibers 
exist and function as sensory afferent pathways 
has been provided by several authors.} + 

The mechanism by which visceral afferent 
impulses give rise to pain which is referred to 
cutaneous areas by way of the corresponding 
cerebrospinal nerves (Mackenzie’s “irritable 
focus”) has been explained by Hensley and 
Phillips.6 They say that “Both somatic and 
visceral afferent fibers carry impulses which 
affect a common pool of secondary neurons, and 
the principles of summation and inhibition are 
applicable.” 
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So, in recapitulation, it can be seen that Mac- 
kenzie’s! theory can be used as an empirical 
formula but to make it structurally secure the 
above discussed proven and highly probable fac- 
tors must be accepted and included in it. 


True visceral pain in the upper urinary tract 
is due either to distention of the hollow drainage 
system or to stretching of the renal capsule. The 
former is brought about by obstruction of the 
drainage system, causing an accumulation of 
urine and a consequent increase in intra-luminal 
pressure; the latter is produced by an increase 
in size of the kidney parenchyma. 

Forty of the cases in this particular series of 
forty-three cases of colic were due to definite 
urinary disease and all of these were found to 
be due to obstructive or potentially obstructive 
lesions of the drainage system. 

The etiologic agents were found to be of the 
following incidence: 


Per Cent 
(A) Stones onnsaw See 
(B) Kink 2.3 
(C) Ureteritis 2.3 
(D) Strictures 4.6 
(E) Pyelitis 21.2 
(F) Tumor of kidney iesies 2.3 
(G) Stricture at the uretero- pelvis. junction 2.3 
(H) Perirenal adhesion 2.3 
(I) Congenital abnormality 2.3 
(J) Extra-urinary condition 7.0 


Anatomically it has been shown that visceral 
afferent fibers from the kidney enter the spinal 
cord at the twelfth thoracic and first lumbar 
segments, and from the ureter at the first and 
second lumbar spinal segments. Therefore the 
reference of pain to distant areas from the kid- 
ney and ureters is conducted over terminal cu- 
taneous nerves that take their origin from the 
trunks of the twelfth thoracic, first and second 
lumbar spinal nerves. This is illustrated dia- 


grammatically in Fig. 1. 


The cutaneous areas which are innervated by 
the spinal nerves are known as dermatomes.°® 
The dermatomes of the twelfth thoracic, first 
and second lumbar nerves are illustrated in 
Fig. 2 

In this series of forty-three cases of colic, it 
was found that in all instances the reference of 
pain was to cutaneous areas that fell within the 
dermatomes of the twelfth thoracic, first and 
second lumbar nerves. The distribution of pain 
and the nerves instrumental in its reference, as 
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found in the forty-three cases of this series, are 
revealed statistically in Table 1. 


THE RELATIONSHIP OF THE SITE OF THE PATH- 
OLOGIC LESION TO THE DISTRIBUTION OF PAIN 


In the past, attempts were made by the early 
clinicians to determine the site of the lesion in 
the urinary tract by the location of the referred 
pain. However, more recently it is more or less 
generally concluded that this relationship is of 
little value from a clinical standpoint. In this 
paper the question was approached with an open 
mind, and an honest attempt was made to evalu- 
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ate the significance of this relationship. Table 2 
represents, statistically, the relationship of the 
urinary lesion to distribution of pain as was 
found in this series of cases. 


From this, the following observations of sig- 
nificance can be drawn: 


(1) In all instances, pain due to kidney 
lesions was referred along cutaneous nerves 
originating from the twelfth thoracic and first 
lumbar spinal nerves and, in all instances, pain 
due to ureteral lesions was referred over the 
nerves originating from the first and second 











DISTRIBUTION OF PAIN IN 43 CASES OF 
“RENAL COLIC” 





Sensory Nerve Responsible for 
Cutaneous Area Reference Per Cent 





(1) Lower quadrant 








and groin Ilio-inguinal or iliohypogastric or both. 39.8 
(2) Testicle Ilio-inguinal or genitofemoral nerve. 34.8 
(3) Hip (trochan- 

teric area) Lateral cutaneous nerve... 4.6 
(4) Penis Ilio-inguinal nerve (anterior branch)... 4.6 
(5) Flank 

(loin) 12th thoracic nezve (anterior branch)... 13.9 
(6) Buttocks (su- 

perior aspect) 12th thoracic nerve (lateral branch)... 4.6 

Table 1 
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DISTRIBUTION OF PAIN IN RELATIONSHIP TO 
SITE OF PATHOLOGY 





Extra-Urinary 
Ureters Kidney Condition 
__Per Cent_ PerCent__— Per Cent 





Tlio-inguinal or iliohypogastric 











nerve . 56.8 41.2 0.0 
Tlio-inguinal or genitofemoral , 
EE Scntnbseasininanneciohchenivesiens a wae 11.8 100.0 
Lateral cutaneous nerve... 8.7 0.0 0.0 
12th thoracic nerve (anterior 
IIE cesenitcstienpsiiced Sesion, . le 11.8 0.0 
12th thoracic nerve (lateral 
| eS aes 0.0 35.3 0.0 
100.0 100.0 100.0 
Table 2 
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Fig. 1 


Diagram of the visceral afferent fibers from the kidney and ureter entering the spinal cord and the corresponding cutaneous 
nerves over which pain may be referred. 





~—S eee 











Vol. 42 No. 3 


lumbar nerves. Conversely, in no instance was 
ureteral pain referred to dermatomatic areas 
supplied by the twelfth thoracic spinal nerve, 
nor was there in any instance kidney pain re- 
ferred to cutaneous areas supplied by the second 
lumbar spinal nerve. By familiarizing oneself 
with the dermatomes of the various spinal 
nerves (Fig. 2), it is realized that this observa- 
tion is of some clinical value and it undoubtedly 
substantiates the theory of referred pain stated 
above. 


(2) Testicular pain indicates either kidney 
or ureteral disease in a given case of urogenital 
pathology; however, it occurs three times more 
frequently with ureteral lesions than with kid- 
ney lesions. 


COLIC DUE TO EXTRA-URINARY PATHOLOGY 
SIMULATING RENO-URETERAL COLIC 


To understand the mechanism by which 
extra-urinary lesions are capable of producing 
pain identical to or similar to reno-ureteral 
colic, and to be cognizant of the organs which 
are potentially capable of producing these, are 
very important to the clinician. 


As illustrated in Fig. 3, there are several 
abdominal and pelvic organs which send vis- 
ceral afferent fibers to the twelfth thoracic, first 
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and second lumbar spinal segments, in common 
with the kidney and ureter. 

With this realization, it is therefore logical 
to assume that visceral pain originating in these 
organs would be referred over the identical cu- 
taneous nerves over which pain from the kidney 
and ureter is referred. Intra-abdominal disease 
is not infrequently confused with reno-ureteral 
lesions because of this common innervation 
(Case 1). 


This represents a case of intra-abdominal dis- 
ease that was at first thought to be of urinary 
origin. The determining factor was the abdom- 
inal findings that became definite as the disease 
progressed. Testicular reference of pain in acute 
appendicitis is not an infrequent finding; how- 
ever, the abdominal findings are usually suffi- 
cient to indicate an abdominal lesion. As 
revealed in this case, however, it is easy to see 
how an early acute appendix in a high retro- 
cecal position with testicular pain might be con- 
fused with urinary disease. 


The associated gastro-intestinal symptoms 
were contributory to the diagnosis in this case. 
However, we are aware of the fact that renal 
colic is often associated with nausea and vomit- 
ing. The negative urinalysis spoke against 
urinary disease, but by no means eliminated it. 


L2 








Fig. 2 
Cutaneous dermatomes of the twelfth thoracic, first and second lumbar spinal nerves. 
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Many times urinary disease is unassociated 
with pathologic urine. In this particular series 
of cases it was found that 23 per cent of the 
urologic lesions producing colic had negative 
routine urinalyses. 

The absence of urinary symptoms such as 
frequency, dysuria, straining, hematuria and 
burning on urination is suggestive but of little 
significance in the differential diagnosis since 
it was revealed in this series that in 41.2 per 
cent of the kidney lesions and in 11 per cent 
of the ureteral lesions producing colic, there 
were no such associated symptoms. 

On the other hand, it is easy to see how the 
diagnosis of appendicitis is made incorrectly 
in the presence of urinary disease, and how 
consequently so much distrust has been be- 
stowed upon the diagnosis of “chronic appendi- 
citis.” It is the author’s belief, along with many 
others,’ that no case of so-called chronic appen- 
dicitis should be subjected to surgery before all 
attempts have been exhausted to eliminate the 
possibility of urologic pathology. This, in the 
majority of cases, requires more than a urinaly- 
sis and a kidney-ureter-bladder picture since, 
as revealed statistically in this particular series 
of cases, only 53.5 per cent of the urologic 
cases producing colic had etiologic factors that 
would have been revealed by a plain x-ray of 
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the urinary tract. Approximately 23 per cent 
of such cases were associated with negative 
urinalyses. 

The second method by which extra-urinary 
lesions may produce colic similar to reno- 
ureteral colic is by central irritation of the 
spinal cord at the level of the twelfth thoracic, 
first and second lumbar segments. Any patho- 
logic lesion at this particular level of the cord 
is capable of producing pain which could be 
referred along the cutaneous nerves of the cor- 
responding nerve trunk, but undoubtedly the 
most common cause of such reference is tabes 
dorsalis. The lightening pain of tabes is a 
well-known clinical entity and if such reference 
takes place over the twelfth thoracic, first or 
second lumbar nerve, it occasionally is mistaken 
for renal colic. 

The last method by which extra-urinary 
lesions are capable of producing pain similar to 
reno-ureteral colic is the peripheral irritation 
of the trunks of the twelfth thoracic, first and 
second lumbar spinal nerves. This produces a 
clinical condition known as segmental neuralgia’ 
and it manifests itself as an area of spontaneous 
pain and tenderness which confines itself to the 
cutaneous area innervated by the affected nerve. 
The term neuralgia has no reference to any 
specific etiologic factor. It is a condition which 
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Fig. 3 


Pelvic and abdominal organs that contribute visceral afferent fibers to the twelfth thoracic, first and second lumbar seg- 
ments, in common with the kidneys and ureter. 
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is produced by multiple pathologic processes and 
is therefore a manifestation of a disease rather 
than a disease itself. The etiologic agents most 
commonly responsible for this condition are in- 
fection, trauma, postural defects or spinal ar- 
thritis. 

Of the infections, upper respiratory infec- 
tions are the most common cases of segmental 
neuralgia. Trauma may be direct or indirect. 
Indirect irritation of the spinal nerve due to 
trauma to the vertebral column is probably a 
more frequent cause of segmental neuralgia 
than that of direct trauma to the nerve trunk. 
The effects of postural defects such as scoliosis 
and abnormal lordosis are_ self-explanatory. 
Hypertrophic arthritis of the spine is capable 
of irritating the spinal nerves either by com- 
pressing the nerve in the foramen as it passes 
from the spinal canal to the exterior, or by 
hypertrophy of bone and partial obliteration of 
the foramen, or by pressure on the nerve by 
hypertrophic spurs. 

Case 2 is an example of a segmental neuralgia 
that was mistaken for renal colic. 

This was an unusual case in that the pain 
in its distribution, intensity and character was 
identical to reno-ureteral colic. The history of 
a previous urinary calculus was suggestive, as 
were the initial x-rays that were taken. The 
diagnosis of this case was hypertrophic arthritis 
of the spine. The symptoms were manifested in 
the form of acute segmental neuralgia of the 
ilio-inguinal nerve due to irritation from the 
hypertrophic spurs that were at first mistaken 
for ureteral calculi. 


If one is aware of segmental neuralgia as a 
clinical entity its diagnosis and differentiation 
from urinary or intra-abdominal disease is not 
difficult. There is, as the definition indicates, a 
superficial tenderness and pain over the entire 
segmental area of skin that is supplied by the 
involved nerve or nerves. The etiologic agents 
such as spinal disease or a focus of infection 
are usually demonstrable. Novocaine block of 
the affected nerve with relief of symptoms is 
usually confirmatory. 


SUMMARY 


(1) Forty-three cases cf pain similar or iden- 
tical to renal colic were analyzed. 
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(2) A theory is offered that explains the 
physiology of referred pain from the kidney and 
ureter in the form of colic. This theory is sub- 
stantiated by revealing its applicability to the 
forty-three cases of colic studied. 


(3) An evaluation of the relationship of the 
location of the urinary lesion to the distribu- 
tion of pain was carried out. The conclusions 
of clinical significance were given. 


(4) The different mechanisms by which 
extra-urinary lesions are capable of producing 
colic identical or similar to reno-ureteral colic 
are explained by the above theory. 


(5) The importance of understanding the 
physiology of reno-ureteral colic, as well as the 
mechanism by which extra-urinary lesions are 
capable of producing pain similar to reno- 
ureteral colic is emphasized. It is pointed out 
that this knowledge is a definite aid in the 
diagnosis and differential diagnosis of urologic 
diseases. 


(6) Two cases are presented, each of which 
illustrates a case of extra-urinary disease that 
was mistaken for urologic disease due to the 
similarity of pain. 


Case 1.—A 21-year-old adult male entered the hos- 
pital complaining of pain in the right flank and right 
testicle. Eight hours prior to admission this patient 
experienced a sudden sharp pain in the right flank 
which was referred downward and medially to the 
right testicle. This pain was sharp, severe, and of 
momentary duration. It recurred approximately every 
thirty minutes. Several hours later this pain was asso- 
ciated with nausea and vomiting, and following the 
subsidence of the acute pain there was a residual con- 
stant pain in the lateral aspect of the right umbilical 
region of the abdomen. 

Physical examination revealed a well-developed, well- 
nourished colored male who was, at the time, in no 
obvious distress. Examination of the abdomen revealed 
moderate deep tenderness in the lateral aspect of the 
right umbilical region and right flank. There was no 
true rigidity and no rebound tenderness. There was 
no right costovertebral angle tenderness and, on rectal 
examination, no tenderness was elicited. The prostate 
was normal and seminal vesicles were not palpable. 
Examination of the chest was negative. 

Diagnostic procedures on admission: 


(1) Urinalysis showed 4-6 white blood cells per high 
power field. 
(2) Kidney-ureter-bladder pictures were negative. 


(3) There were 11,050 white cells with 93 per cent 
neutrophils. 
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(4) Kahn, negative. 

Several hours after admission the patient’s abdominal 
pain and tenderness became progressively more severe 
and true rigidity and rebound tenderness were easily 
elicited. 

Laparotomy revealed a greatly distended, early gan- 
grenous, retrocecal appendix, with no evidence of rup- 
ture or peri-appendical adhesions. 

Postoperatively there was complete regression of 
symptoms and the course was uneventful. The patient 
was discharged on the seventh postoperative day. 

Case 2—A 39-year-old white man entered the hos- 
pital complaining of excruciating, lancinating pain in 
the back which was referred to the right groin and 
testicle. On the morning of the day of admission the 
pain suddenly occurred without obvious cause. It was 
excruciating from the onset and lasted approximately 
two hours and then gradually regressed. Later in the 
day this pain recurred and it was this attack that 
induced the patient’s admission. 

There were no associated gastro-intestinal symptoms, 
nor were there any associated urinary symptoms. 
Twelve years previously, the patient had passed a 
kidney stone and he said that the pain had been on the 
same side and similar in nature. 


Physical examination revealed a well-developed, well- 
nourished middle-aged adult obviously in acute pain. 
Examination of the abdomen and back revealed mod- 
erate tenderness over the right costovertebral angle, 
right flank and right groin. There was no deep ten- 
derness over the kidney or abdominal rigidity. There 
were no palpable masses. The heart and lungs were 
found to be within normal limits. The pupillary, super- 
ficial and somatic reflexes were present and physio- 
logical. The prostate gland was slightly enlarged and 
not tender. 

Diagnostic procedures on admission: 

(1) Urinalysis, essentially negative. 

(2) White blood count, 11,500 with 76 per cent 
neutrophils. 

(3) Nonprotein nitrogen—34.6 per cent. 

(4) Phenolsulfonphthalein—90 per cent total in two 
hours. 


(5)Kidney-ureter-bladder picture—an opaque body 
was visualied in the right abdomen several centimeters 
from the ureteral column which was suggestive of a 
ureteral calculus. There was considerable hypertrophic 
bone change of the spine with lipping. There was a 
similar opaque body in the left abdomen. 

(6) Kidney-ureter-bladder picture (with catheter in 
right ureter)—revealed that the opaque body was in 
line with the right ureter. 

’ Considering this a confirmation of the diagnosis of 
ureteral calculus, the ureteral catheter was left in place 
to relieve the urinary obstruction and promote dilata- 
tion of the ureter. However, the treatment was not 
tolerated. The patient’s pain became greatly exaggerated 
and he began having rigors, high temperature and 
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profuse vomiting. Because of this, the ureteral catheter 
was withdrawn and the patient was controlled for the 
next few days on large doses of morphine and atropine. 
Gradually the attacks of pain became less severe and 
on the ninth hospital day the patient was free of pain. 
Following this, an intravenous pyelogram was done 
which revealed the opaque body as definitely outside 
the urinary tract. 
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THE MANAGEMENT OF ACUTE 
CORONARY OCCLUSION WITH 
MYOCARDIAL INFARCTION* 


By Gerorce Burcu, M.D. 
New Orleans, Louisiana 


There has been no outstanding development 
in recent years concerned with acute coronary 
thrombosis and myocardial infarction. The im- 
portant clinical problems related to coronary 
occlusion and myocardial infarction are known, 
but the experimental approach to their solution 
remains unknown. The ever-increasing inci- 
dence of cardiac disease, and especially of coro- 
nary thrombosis, with our widening life span 
has aroused wider interest in cardiovascular 
research. This recent and relatively late inter- 
est has not had an opportunity to bear fruit or 
even to initiate any known significant investi- 
gations. Until new and truly fundamental 
studies in coronary thrombosis are undertaken, 
any discussion on this subject can only empha- 
size certain phases of the problem which have 
been recognized for some time. This presenta- 
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tion will therefore be concerned with certain 
aspects of acute coronary thrombosis which 
should be considered by every clinician who is 
confronted with the problem and will be limited 
to the management of uncomplicated acute 
coronary thrombosis. 


DIAGNOSIS 


An accurate, complete diagnosis is essential 
for the best treatment. Although its incidence! ? 
is greater in males than in females (approxi- 
mately 7:3 ratio) and higher in whites than in 
Negroes (approximately 3:1 ratio)! *! and, al- 
though it is relatively infrequent before the age 
of 40 years,5 © coronary occlusion should always 
be carefully considered whenever anyone pre- 
sents a clinical syndrome which is even slightly 
suggestive of this state. This is important be- 
cause an erroneous diagnosis will result in im- 
proper management or neglect of a highly fatal 
disease. Furthermore, with proper management 
much can be afforded the patient. Each patient 
must be considered individually and objectively, 
in light of his entire clinical picture and cer- 
tainly without prejudice as to incidence. Many 
young people with this disease have been treated 
for “indigestion” because “they were too young 
to have coronary occlusion.” 

In the acute stage it usually presents a typi- 
cal clinical syndrome, characterized by sudden 
onset of severe pain in the substernal and pre- 
cordial areas. The pain is squeezing and vise- 
like and is referred to the ulnar side of the left 
arm, left side of the neck, occipital region, or 
upper mid- or left abdominal regions. When 
exceptionally severe, it may be referred to both 
sides of the neck, both arms and the posterior 
portion of the thorax. It is well to remember 
that in only about 60 per cent of instances is 
the pain typical; in the remainder it is either 
extremely variable or absent. It lasts at least 
15 minutes but usually longer and then gradually 
becomes less intense, with residuals lasting 24 or 
more hours. The pain is not relieved by nitro- 
glycerin or amyl nitrate or by rest. There may 
be hyperesthesia of the precordial region, and 
dyspnea is frequently an associated symptom. 
Vomiting is common, and the associated dys- 
pepsia is often responsible for the erroneous 
diagnosis of “indigestion” and for resulting mis- 
management. There is usually sweating, a curi- 
ous pallor or grayish color to the facies and 
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occasionally cyanosis. The psychic disturbance, 
caused by apprehension, aggravates and con- 
tributes to the clinical syndrome. There may be 
palpitation due to associated sinus tachycardia 
or arrhythmias, such as premature contractions, 
paroxysmal tachycardia, auricular fibrillation 
or various types of heart block. Peripheral circu- 
latory collapse or shock may develop, with its 
various clinical manifestations of rapid, thready, 
feeble pulse, cold, clammy skin, pallor, weak- 
ness, and decreased arterial blood pressure. A 
pericardial friction rub may be observed if the 
infarct involves the anterior epicardial surface 
so that pericarditis develops. Congestive heart 
failure of the left and/or right ventricular types 
may be an early complication. These signs and 
symptoms of congestive failure modify the clin- 
ical picture accordingly, resulting in basal rales 
in the lungs, edema of the lower extremities, 
hepatic enlargement and tenderness, ascites. 
and generalized venous hypertension. In acute 
coronary occlusion, acute congestive failure may 
develop, but chronic failure does not usually 
manifest itself immediately. Elevated tempera- 
ture, rarely above 102° F., and an increased 
sedimentation rate of erythrocytes usually ap- 
pear by the second day. A leukocyte count of 
10,000 to 15,000 with increased percentage of 
polymorphonuclears is common. These latter 
three manifestations begin to return to normal 
in from one to four days after their appear- 
ance in uncomplicated cases. 


The electrocardiographic picture is extremely 
important in the diagnosis of myocardial infarc- 
tion.’ Although no detailed analysis of the 
diagnostic electrocardiographic pattern will be 
presented here, it should be pointed out that 
one of the important, fairly recent advances in 
coronary occlusion has been more precise locali- 
zation as well as more accurate identification 
of myocardial infarction by means of unipolar 
precordial leads. Most instances of myocardial 
infarction can be identified by means of the 
electrocardiogram if exploration is carefully car- 
ried out. This is neither difficult nor disturbing 
to the patient.’* It is well to remember that a 
single precordial: lead does not constitute com- 
plete exploration and cannot exclude infarction. 
A practical rule to follow is to explore the pre- 
cordial region thoroughly in any patient whose 
clinical picture is sufficiently suggestive of myo- 
cardial infarction to warrant the recording of 
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an electrocardiogram. Such exploration should 
not only aim at establishing a diagnosis but 
should also include evaluation of the extent of 
the lesion, which is important in management. 


When the diagnosis is doubtful, it is advisable 
to treat the patient for myocardial infarction. 
Such a regimen is satisfactory for those states 
which resemble acute coronary occlusion as well. 
In the meantime, a concerted effort should be 
made to establish the diagnosis, because this 
is an acute medical “emergency” and should be 
managed accordingly. Angina pectoris, pul- 
monary embolism, spontaneous pneumothorax, 
acute abdominal disease, dissecting aneurysm, 
acute pleuritis and acute pericarditis are among 
the clinical states which should be considered 
in the differential diagnosis. 


TREATMENT 


Uncomplicated, acute coronary occlusion is 
best treated as hereinafter indicated. Careful 
observation should be maintained not only to 
evaluate the progress of therapy but also to 
detect complications immediately so as to insti- 
tute countermeasures early. 


Rest.—Mental and physical rest should be 
insisted upon at once; this is one of the most 
important therapeutic procedures. Because of 
apprehension bordering on panic, at least 0.25 
grain (0.016 gram) of morphine should be ad- 
ministered immediately; this will permit the pa- 
tient to relax and will reduce his rate of metab- 
olism and therefore the demand on his cardio- 
vascular system. The psychogenic and metabolic 
factors contributing to the sinus tachycardia 
will be diminished, and the cardiac rate should 
decrease. The conduct of the physician and his 
attendant has considerable influence upon the 
patient and his illness. Manifestations of haste, 
worry, excitement, doubt, or lack of confidence 
in a successful outcome, should never be exhibit- 
ed. All attendants should display calmness, 
directness of purpose, complete confidence and 
a cheerful mood. After the diagnosis has been 
established and the morphine has been adminis- 
tered, further therapy and hospitalization are of 
next concern. If the patient is already at home 
and is extremely ill, it is advisable to let him 
remain there; the excitement of movement may 
lead to more serious difficulties and even to 
death. These patients should be handled gin- 
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gerly, as though they may die at the next mo- 
ment; at the same time, however, the impression 
should be given the patient that he will certainly 
live if all therapeutic instructions are followed. 
With present facilities for nursing and special 
therapy available for home care, it is consid- 
erably more advantageous to the patient to have 
him happy and comfortable at home than wor- 
ried and unhappy in a hospital. There is a 
certain amount of unavoidable noise in any 
hospital and considerable expense is involved 
as well. A patient with a relatively low income, 
who ceases to earn funds for several weeks or 
more and who must incur expenses incident to 
hospitalization, drugs, nursing and doctor care, 
often finds himself worrying a great deal during 
his illness. All such factors must be evaluated. 
It is wiser to eliminate these anxieties by treat- 
ing a patient in his home than to place him in 
a hospital where financial obligations are of 
paramount concern to him. 


The patient’s room should be pleasant, free 
from visitors, and the surroundings and attend- 
ants should be cheerful. Nursing care should 
reduce to a minimum all movement by the pa- 
tient. As he improves, a radio, light reading 
and a limited number of pleasant visitors should 
be provided. During the early hours or days 
of the illness morphine in fairly large doses 
should be employed freely to insure comfort 
from pain and anxiety. The usual care to avoid 
addiction should be observed. 


The duration of bedrest varies with each 
patient but should be at least six weeks. Har- 
rison? and Levine!® have emphasized early 
ambulation, but this can be carried to an ex- 
treme. Until this problem is further evaluated, 
it is better to require bedrest for six weeks than 
to allow the patient to get out of bed prema- 
turely. Because mere immobilization of a pa- 
tient in bed results in many significant meta- 
bolic and physiologic changes,'! it is necessary 
that the patient become ambulatory gradually, 
ten to fourteen days being required for this. 
Four to six weeks!! are required for his meta- 
bolic and physiologic functional changes pro- 
duced by bedrest to return to normal for the 
ambulatory state. 


Psychogenic factors in general should be con- 
sidered seriously. Exciting conversation, vigor- 
ous laughter, stirring radio programs or reading 
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should all be avoided. The patient should be 
advised to forget his financial, marital, domestic 
or other difficulties, at least temporarily. Mental 
relaxation and psychic rest are essential for suc- 
cessful therapy, not only during the acute illness 
but during the period of convalescence as well. 


Oxygen.—Oxygen should be administered if 
there is any doubt about the presence of cyan- 
osis. If a tent, nasal catheter, or mask does 
not disturb the patient, it is desirable to admin- 
ister oxygen routinely to insure full saturation 
of the arterial blood. It is advisable to employ 
about 55 per cent oxygen concentration in air; 
greater concentrations for prolonged periods are 
likely to be toxic. If the patient is hospitalized 
and an oxygen room is available, it is preferable 
to employ this procedure, since it affords greater 
comfort and the oxygen content can be more 
definitely assured. Oxygen administration should 
be continued for several days, certainly until 
the patient is free from cyanosis and pain and 
until signs of improvement have definitely be- 
come established. It is much better to administer 
oxygen for a longer than necessary period of 
time than for too short a period. 


Environment.—The patient’s room and im- 
mediate environment should be cheerful and 
comfortable insofar as atmospheric temperature 
and humidity are concerned. In warmer cli- 
mates the use of an oxygen tent with air- 
conditioning is of assistance. In subtropical and 
tropical climates the comfort of an oxygen tent 
may be as beneficial as the oxygen itself. It is 
well known that difficulties with heat elimina- 
tion increase the load on the cardiovascular sys- 
tem.!?, Overcrowding and overheating will ren- 
der a room too warm and humid. A patient who 
is receiving large doses of morphine may not 
be able to detect an ordinarily uncomfortable 
environment. A room temperature of 70° F. 
with relative humidity of 50 to 60 per cent in 
the winter, and of 75° F. to 78° F. with rela- 
tive humidity of 50 to 60 per cent in the sum- 
mer, without too much bed covering is comforta- 
ble and not too demanding on the cardiovascular 
system. If the room is comfortable to the 
attendants, it is usually satisfactory for the 
patient. 


Sedative——It is advisable to use sedatives 
sparingly and only when definitely indicated. 
Morphine during the early hours or days of 
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the illness is sufficient. Later it may be neces- 
sary to employ sedatives for restlessness and 
insomnia. Phenobarbital, in doses sufficient to 
produce the desired effect, is probably as good 
as any sedative; one grain two or three times 
daily or late in the evening may be given. 
Excessive drowsiness and oversedation are not 
advisable unless the patient is excitable and 
restless. Other commonly employed sedatives 
may be used if indicated by the patient’s reac- 
tion or preference. Avoid the sodium-containing 
drugs (discussed later). 


Digitalis.—This drug should only be employed 
for complications such as congestive heart fail- 
ure, auricular fibrillation or auricular tachy- 
cardia and then only if other measures fail to 
control these states. The unnecessary fear of 
its unfavorable side action has often been re- 
sponsible for physicians failing to use it in the 
above three controllable complications. Digitalis 
is not indicated in uncomplicated coronary oc- 
clusion. 


Atropine.—Atropine is not routinely indicated. 
It inhibits vagal activity and, if administered in 
pharmacologically active quantities, will accel- 
erate the cardiac rate unfavorably. There is 
some evidence, however, to suggest decided 
benefit.'5 


Quinidine —This is used only for complicating 
cardiac irregularities, e.g., paroxysmal tachy- 
cardia, frequent premature contractions, auric- 
ular flutter and auricular fibrillation. It is not 
indicated in uncomplicated coronary occlusion. 


Vasodilaiors—The value of coronary vasodi- 
lators in acute coronary occlusion is not known. 
Certain studies suggest beneficial results.'5 '4 
There are considerable differences of opinion 
concerning the value of coronary vasodilators in 
general and any one in particular.!5 Such contro- 
versy is evidence of lack of definite or signifi- 
cant effects of these drugs. Since little can be 
expected from them, only those free from any 
serious side actions should be employed and then 
only orally. Theophylline with ethylene dia- 
mine (aminophylline), 1.5 to 3 grains (0.1 to 0.2 
grams) three or four times daily may be admin- 
istered orally. The drug should be discontinued 
if discomforting side effects, such as dyspepsia, 
follow. Its intravenous administration should be 
reserved as a heroic procedure. There are those 
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who consider papaverine hydrochloride of defi- 
nite clinical benefit.'® Its value, like the 
xanthines, has not been generally accepted. 
Stimulants, such as coramine, metrazol or caf- 
feine sodium benzoate, probably do more harm 
than good. They may benefit a patient tempo- 
rarily, but the rebound often results in a more 
moribund state than before the use of the stim- 
ulant. It is necessary to avoid injury by over- 
treatment with drugs of doubtful value in an 
effort to “do something” for the patient. 


Peripheral circulatory collapse or shock is 
fairly common in acute coronary occlusion and 
may be either mild or moderately severe. Most 
patients recover promptly with general meas- 
ures, and specific treatment is usually not neces- 
sary. If there is definite shock with blood pres- 
sure and peripheral arterial pulsations so greatly 
reduced that they are difficult to record and 
if this condition persists for sixty to ninety 
minutes without signs of improvement, then 
plasma or whole blood should be employed 
as for any type of shock. Sampson!’ has found 
plasma infusions and transfusions to be advan- 
tageous in his series of patients, but their value 
has not yet been fully evaluated. Fortunately, 
the general measures employed for coronary 
occlusion are usually sufficient to insure recov- 
ery from shock. Infusion of fluids, sodium 
chloride or glucose solutions are only indicated 
in exceptional instances or for certain compli- 
cating states. 


Diet.—During the first day or two it is not 
necessary to be concerned about the patient’s 
diet unless he is suffering from a preexisting 
deficiency. If he is not moribund and is able 
to sip nourishing liquids, particularly sweet 
drinks, he should do so. It is well to avoid any 
type of feeding which might produce dyspepsia, 
as nausea and particularly vomiting will seri- 
ously aggravate the disease; the latter may 
actually be responsible for cardiac death. As 
his appetite and clinical state improve, he may 
eat more. Frequent, small feedings should be 
given; the diet should be liquid or soft, bland, 
and free from anything which is known to have 
disturbed his digestion previously. Fatty foods, 
which tend to cause dyspepsia, should be 
avoided. The sodium content should be low 
(less than 1.7 grams of available sodium chloride 
daily) during the first two or three days or as 





March 1949 


long as evidence of congestive heart failure 
exists. Diets have been described elsewhere.!$ 
If there are no signs of congestive failure, then 
sodium chloride in amounts sufficient to render 
the food palatable may be allowed, but salty 
foods should definitely be avoided. If the pa- 
tient is obese, dietary measures for weight reduc- 
tion should be instituted after convalescence is 
well under way; reduction in weight should be 
gradual. If there are any difficulties in prepar- 
ing a diet, the Karrel diet, 800 cc. of milk 
daily, may be employed for the first day or 
two. 


Fluids—Water may be allowed orally as de- 
sired, regardless of the presence or absence of 
congestive heart failure. It will not be injurious 
if the rate of administration is governed by the 
patient’s thirst and if sodium is limited or 
restricted. Intravenous fluids and nourishing 
liquids have been discussed previously. 


Anticoagulants.—The anticoagulants, heparin 
and dicumarol, are in the process of evaluation. 
Until further data are accumulated, it is advisa- 
ble to use these drugs only when definite indi- 
cations for them arise during the course of the 
illness. Wright and his associates!® advocate 
the immediate use of these drugs as a prophy- 
lactic measure against thrombo-embolic phe- 


nomena; when used carefully with adequate 


determination of prothrombin time, they ap- 
peared to decrease the mortality rate and 
thrombo-embolic complications. Their paper!? 
may be consulted for details of procedure. 


General Measures.— Careful and efficient 
nursing is of paramount importance. Smoking 
and other uses of tobacco are prohibited. Al- 
though this may be largely empiric, it is much 
better to restrict the use of tobacco, since the 
sacrifice made by the patient is not great and 
since there is evidence to indicate its detrimental 
effects on the heart.2° Mild laxatives, such as 
mineral oil, should be employed to prevent 
straining at stool. Many patients find it impos- 
sible to use a bedpan. Should this become a 
major problem, it may be preferable to place 
a commode next to the bed and assist the 
patient in getting in and out of bed. 


GENERAL REMARKS 


This discussion is, of course, limited almost 
entirely to the early treatment of acute coronary 
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occlusion. Postconvalescent care is equally im- 
portant,?! as is all future management. 


The foregoing considerations of acute oc- 
clusion are concerned with those instances in 
which there is myocardial infarction. Blumgart, 
Schlesinger and Davis?? have shown that oc- 
clusion of an artery may occur without infarc- 
tion if there is adequate collateral circulation. 
The diagnosis of coronary occlusion without 
myocardial infarction can be definitely estab- 
lished only at autopsy. However, Aagaard and 
Watson?’ state that this diagnosis must be con- 
sidered when there is (1) prolonged substernal 
pain characteristic of coronary occlusion without 
associated evidence of infarction, (2) sudden 
and rapid onset of a syndrome typical of angina 
pectoris or (3) sudden or rapid increase in fre- 
quency or severity of attacks of angina in a 
patient in whom this disease had previously 
been established. It is necessary to differentiate 
coronary occlusion with and without infarction 
from coronary insufficiency?‘ 25 in order to ren- 
der proper management to the patient. It is 
also well to remember that myocardial infarc- 
tion occurs frequently without demonstrable 
postmortem evidence of coronary occlusion.‘ 
The development and degree of myocardial in- 
farction following coronary occlusion is deter- 
mined by adequacy of the collateral circula- 
tion,?? 2° the latter being dependent upon many 
factors but existing in normal hearts as well as 
in those chronically diseased. 


There is a great tendency to treat patients 
with myocardial infarction excessively. Such 
practice can result in considerable harm. These 
patients should be left alone, and only the 
minimum of definitely established, satisfactory 
measures should be employed. Too much dis- 
turbance of the patient can only prevent rest 
and produce side effects which are upsetting to 
the patient’s physiologic state. Furthermore, it 
» Necessary to evaluate each patient separately 
and to keep him under constant, careful obser- 
vation to detect complicating developments early 
and institute appropriate measures promptly. 


SUMMARY 


(1) There has been no truly significant ad- 
vancement in recent years in the understanding 
of the problem of acute coronary occlusion. 
Probably the most important developments 
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have been concerned with (a) unipolar pre- 
cordial exploratory electrocardiography and (b) 
educational training in diagnosis and treatment 
of the state. 


(2) It is important to refrain from over- 
treating a patient with acute coronary occlusion, 
a common clinical error. Most patients will sur- 
vive the episode, especially their first one, if 
they are treated conservatively. 


(3) A method of management of acute coro- 
nary occlusion is outlined. 


(4) There is need for considerably more in- 
vestigation of the pathogenesis and management 
of coronary occlusion. 
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DISCUSSION (Abstract) 


Dr. Joseph Thomas Roberts, Little Rock, Ark—The 
main way in which a specialist in internal medicine may 
help the general practitioner is by showing him how to 
do two things: (1) how to take a good, complete 
history and (2) how to make a thorough physical ex- 
amination If those two technics are always followed, 
then the general practitioner’s work will greatly im- 
prove in caliber. 

After a general practitioner, or any other physician, 
follows such a plan of managing patients with acute, 
uncomplicated myocardial infarction, there may be little 
added help expected from a consultant in internal 
medicine. 

Several points may merit special emphasis. Certainly, 
the diagnosis is of great importance and should be 
thought of with a very high index of suspicion by all 
physicians, no matter what specialty they are in. 

This condition occurs in young people, we now know, 
contrary to earlier beliefs. It occurs in young people 
as well as old. Recognition in this group is of great 
importance, so that we may utilize the higher chance, 
which seems to exist, that young persons will develop 
good collateral circulation. The known sources of 
coronary collateral circulation include: (1) intercoronary 
artery anastomoses, (2) extracardiac anastomoses, (3) 
connections between the lumen of cardiac chambers and 
the cardiac arteries, veins and capillaries, the so-called 
lumen or thebesian vessels and (4) reverse flow through 
the coronary veins. 

These anastomoses are of great importance, and 
probably if the individual can be tided over the acute 
catastrophe, some chance for dilatation of these accessory 
vessels may occur. 


Thinking along such anatomical lines as this led me 
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to devise an operation for bringing new blood to the 
ischemic heart. New blood can be brought to the 
ischemic heart from a branch of the aorta, such as the 
subclavian or carotid artery, or from a new branch 
which has been connected with the coronary venous 
system. Arterial blood then goes back to the cardiac 
capillary bed through the coronary venous system and 
the infarcted myocardium may be re-vascularized. 

As I showed in 1940, with the help of my wife and 
a premedical student at Galveston, after this procedure 
the coronary arteries of dogs could be ligated without 
infarction. Our early work has been recently confirmed 
by Dr. C. S. Beck and others and extended with more 
surgical skill by them, so that application to human 
cases is now being commenced. 


Probably the most frequently missed differential di- 
agnoses in patients with myocardial infarction include 
these two: first, pulmonary infarction, which is now 
known to be of great importance and frequent; secondly, 
psychogenic chest pain unrelated to coronary dis- 
ease. Both, of course, may occur concomitantly with 
myocardial infarction. In such cases, teamwork be- 
tween the consulting internist and the attending general 
physician may yield very good results. Both of these 
conditions often complicate myocardial infarction. 


My impression has been that most cases of myo- 
cardial infarction are either complications of other con- 
ditions, including diabetes, generalized arteriosclerosis, 
hypertension, obesity, psychological habits and so on; 
or myocardial infarction is complicated by other illnesses 
as the patient’s survival progresses. 

This obviously gives great importance to the ne- 
cessity for considering each patient, at each visit, as an 
entire patient, instead of thinking only about his coro- 
nary arteries. Diagnosis is so important that I em- 
phasize, as Dr. Burch has, the need for complete electro- 
cardiographic exploration, with multiple precordial leads. 
The saving of a few cents’ worth of paper does not 
justify the chance of missing an infarction when only 
a single precordial lead is taken, as is commonly done. 

The use of oxygen is often too limited or is postponed 
too long. Oxygen should be started as soon as the 
diagnosis is suspected and continued until the healing 
process is well established. The consultant may be of 
great help, as Dr. Burch has said, in deciding on the 
need for quinidine or digitalis in the treatment, as well 
as in the recognition of congestive failure after myo- 
cardial infarction. When needed, these drugs are often 
needed urgently, and here the use of intravenous cardiac 
glycosides may be required because of the urgency. 
The consultant may be of great help in using such drugs 
because of his greater experience with the dosage. 

Anticoagulant therapy is a source of great hope in 
this disease, and especially in prolonging the interval 
between the subsequent attacks. Experience is neces- 
sary, of course, to use these drugs with any degree 
of safety. 


Dr. Chauncey D. Leake, Galveston, Tex—As a phar- 
macologist, I would thoroughly approve of everything 
that has been said about using drugs only as indicated. 
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One point with regard to morphine: of course, use it 
only when there is pain. Then watch for constipation. 

There is a book worthy to call to your attention that 
I saw with Dr. Pulaski today. It is by J. H. Burn, 
has just appeared, and is called, “The Background for 
Therapeutics” (Oxford Press, N. Y., 1948). I commend 
it to general practitioners as being the best discussion 
that I have seen for recent developments in pharma- 
cology as applied to therapeutics. It gives a clear-cut 
and fine survey of the applications of current develop- 
ments in physiology and pharmacology for general 
practice. 


Dr. M. Pinson Neal, Columbia, Mo—I would like 
to ask the essayist, if possible, to emphasize the role 
that may be played by the general practitioner and the 
specialist in preventing these acute myocardial in- 
farctions. 


Dr. Herbert E. Sperry, Miami, Fla—I would like to 
ask if it is safe to give morphine intravenously. 


Dr. Burch—I see no reason to give morphine intra- 
venously. 


Dr. Max Pepper, Miami, Fla—I would like to ask 
the essayist if he ever uses plasma or blood transfusion 
in severe shock attending myocardial infarction. 


Dr. Fount Richardson, Fayetteville, Ark—I would 
like to ask the essayist if he will mention the use of 
vitamin E. 


Dr. Burch (closing)—Time did not permit a discus- 
sion of the problems of prevention of infarction. Ob- 
viously we should try to prevent diseases rather than 
cure them. I am sure that the internist, cardiologist 
and general practitioner can play an important role in 
preventing coronary occlusion. 


Patients visit us who complain of vague precordial 
pain; it is often questionable whether or not it is even 
cardiac in origin. The problem of cardiac disease should 
be considered and proper advice given to prevent more 
serious sequelae later. The general practitioner may 
call upon someone for assistance who may be a little 
better qualified to evaluate such types of pain. With 
proper evaluation, including the use of the electro- 
cardiogram before and after exercise, it is usually pos- 
sible to ascertain whether or not precordial pain is 
cardiac in origin. If the pain is cardiac in origin, the 
patient is placed on an appropriate cardiac regime. 


Most people do not live properly. Americans lead 
an extremely active life. Many practices are detrimental 
to our health and particularly to the cardiovascular 
system. A very tense, excitable, anxious life, associated 
with heavy smoking and dissipation is especially detri- 
mental to the patient who is suffering with cardiac dis- 
ease and coronary insufficiency. 


It is advisable for patients with cardiac disease or 
cardiovascular peripheral disease to stop smoking. It 
is much more important to make a relatively slight 
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sacrifice than to jeopardize one’s health. The problem 
of alcohol must be considered in such patients. An 
occasional drink is not injurious but too much alcohol 
may increase excitation and irritability and probably 
increase tension in a patient rather than relaxation. He 
might be relaxed when he is partially intoxicated, but 
the rebound may be associated with mild disturbances 
in physiology. 

Fresh air, proper food, plenty of rest and relaxation, 
happy surroundings and frequent vacations, are measures 
of importance. We have to compromise between living 
wisely throughout the average span of life or living 
vigorously for only a short time. The proper decision 
is to be reached by the patient, the general practitioner, 
the cardiologist and internist working together. 

Morphine may be used intravenously if the pain is 
severe and the circulation is impaired. Morphine should 
be administered in areas above cardiac level, where there 
is less edema and less disturbance of the circulation 
rather than below cardiac level, where there is a tendency 
for venous statis. Vitamin E has not been shown to 
be of value in cardiac disease and therefore is not in- 
dicated. We use plasma and blood intravenously if a 
patient is in profound shock and fails to respond quickly. 
Most patients who show peripheral circulatory collapse, 
when treated properly and without too many drugs, 
return to a normal circulation satisfactorily and spon- 
taneously. 

A major error in the management of a patient pre- 
senting evidence of circulatory collapse is to employ 
stimulants, such as metrazol, coramine or caffeine. 
Allow the natural physiologic processes to function 
alone, make the patient comfortable and use the usual 
well-established procedures and he will usually recover, 
especially from the first infarct. 





THE TREATMENT OF PLANTAR WARTS 
BY SINGLE DOSE METHOD OF 
ROENTGEN RAY* 


By J. Lewis Pipkin, M.D. 
C. Ferp LEHMANN, M.D. 
and 
ARTHUR RESSMANN, M.D. 
San Antonio, Texas 


It is generally conceded that x-ray therapy 
is the method of choice of treating plantar warts, 
yet there is no agreement on an accepted stand- 
ard technic. There has been a great variance of 
opinion in regard to the number, amount and 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, 
Florida, October 25-28, 1948. 
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frequency of treatments, the minimum dosage 
required to destroy a wart, the adequate safe 
dose, whether or not the wart should be trimmed 
before treatment, and the aftercare. With the 
advent of this form of therapy, the tendency 
was to give small doses (one to one and a half 
skin units) and repeat this at three or four- 
week intervals as necessary. Advocates of this 
fractional method using various dosages of 
x-ray were MacKee,! Hazen and Eichenlaub,? 
Wise,’ and later Taussig and Miller,* Leddy and 
Johnson,’ Popp and Olds,® and lastly in 1941, 
Montgomery and Montgomery.’ 

As early as 1926 Michael® suggested a single 
dose method, saying that “one roentgen ray dose 
of 2 to 2.5 skin units unfiltered is safe and will 
cure approximately 90 per cent of the patients.” 
In 1929 Osborne and Putnam? advocated a sin- 
gle massive dose of x-ray and to small lesions 
gave as much as eight skin units to the aper- 
ture. Other advocates of this single dose method 
were Belot and Nahan,!° Seedorf,!! and in 1947 
Fisher and Chamberlain’? said that a single dose, 
of almost any value from 1,000 r. upward, was 
as good as treatment at weekly intervals or any 
of the more elaborate schemes of treatment. 

Since MacKee’s! original report in 1915, the 
tendency has been to increase the dose, decrease 
the interval between treatments, and remove 
more and more of the hyperkeratotic epidermis. 
Early, it was suggested that 300 r. was adequate 
and to thick lesions 450 r. could be safely given. 
Later, 450 r. was the standard dose given at 
three-week intervals from one to seven times. 
And later, Montgomery and Montgomery sug- 
gested that three to three and a half or four 
skin units be applied as the initial dose, the 
interval between treatments be decreased to ten 
days, and subsequent doses reduced to four- 
fifths of the initial dose and repeated at ten- 
day intervals. The average total number of 
treatments given was 3.28. 

In 1926, we modified Michael’s technic by 
giving three skin units and, upon noting that 
no reaction occurred, increased the dose to four 
and eventually to five skin units. With the 
increased dose and the initiation of the trim- 
ming process, the results immediately improved. 
After Osborne and Putnam’s courageous report 
in regard to using as much as eight skin units 
and experiencing no reaction shortly after treat- 
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ment nor any ill effects later, we increased oyr 
dose markedly on small lesions with still better 
results. 

The results in this series of a thousand pa- 
tients with plantar verrucae treated with x-ray 
from January, 1927, to May, 1948, warrants 
reporting because: 

(1) It reviews a suitable yet not universally 
accepted technic of roentgen ray therapy for 
plantar warts and emphasizes in detail the perti- 
nent points essential for good results. 

(2) It establishes a safe, adequate dose to be 
used in treatment of such lesions. 

(3) It provides a simple means of determin- 
ing this dose for the various sized plantar ver- 
rucae (dose based on size of wart). 

(4) It records the results obtained by the 
use of this single massive dose of x-ray in the 
treatment of 1,744 warts on the soles. 


TECHNIC 


Too great a stress cannot be laid on the 
details of the technic and the meticulous care 
to be exercised in carrying these out. The gen- 
eral principles of the procedure have been men- 
tioned in many previous articles but the prac- 
tical “know-how” is often omitted. 


The patient should lie flat on the abdomen, 
leg extended with the sole up and almost hori- 
zontal, and supported and fixed with sandbags. 


Shaving off the overlying hyperkeratotic epi- 
dermis and the surrounding keratotic collar is 
essential. This can best be done with a razor 
blade as suggested by Osborne and Putnam 
nearly twenty years ago. Using a new sterile, 
single-edged, stiff-back razor blade, the lesion 
is repeatedly shaved until the brownish red or 
blackish brown stippled effect is evident and all 
the surrounding collar is removed. If bleeding 
results, this can be controlled by the application 
of a solution of ferric subsulfate (Monsel’s solu- 
tion). 

This trimming accomplishes a three-fold pur- 
pose: 

(1) It clinches the diagnosis by bringing out 
the globoid papillomatous mass with the charac- 
teristic brownish red or blackish brown stip- 
pling. 

(2) It allows the radiation to penetrate the 
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thin remaining keratotic portion of the wart 
and to be absorbed in the vulnerable base. 

(3) It brings out the borders of the wart and 
shows the true size. 

The actual size of a wart cannot be ascer- 
tained in fully fifty per cent of the untrimmed 
lesions by judging from the opening on the 
surface. The surface area formed by the dis- 
ruption of the normal ridge and furrow pattern 
gives no clue as to the size of the underlying 
mass. Twenty-five per cent of the lesions are 
broader at the base than at the opening on the 
surface and about the same per cent are smaller 
than the surface pattern indicates. If an area 
as indicated by the surface pattern is treated 
in the above first instance, the entire wart is 
not irradiated and this probably accounts for 
many of the failures. In the last instance, nor- 
mal tissue is unnecessarily subjected to irradia- 
tion. 

The lesion, after being properly pared down, 
should be dampened with alcohol which further 
brings out the confines and with the aid of a 
magnifying binocular loupe, the surface to be 
irradiated is meticulously outlined with ink. A 
window in the protective lead shield is cut and 
fitted, using a stiff sharp knife blade such as 
Beaver scalpel blade No. 35. The thin flexible 
Bard-Parker blade No. 11 is a poor substitute 
and it is very difficult to cut a properly fitting 
window with such a thin blade. Scissors are 
not suitable for this purpose. For a simply 
shaped verruca, the window cutting is done free 
handed. However, if the surface pattern is com- 
plex, it is traced on washed x-ray film and then 
traced on lead foil. The window is fashioned 
to fit the outside of the ink outline, thereby 
allowing about a 0.5 mm. border of normal 
tissue beyond the limits of the wart. The aper- 
ture or window in the protective shield would, 
therefore, be from 1 to 1.5 mm. in diameter 
larger than the lesion to be treated. 


FIXATION ON THE SHIELD 


This is a most important step. A number of 
failures and possibly some of the unfortunate 
sequelae can be attributed to displacement of 
the protective shield during treatment. A shift 
of the window an eighth of an inch often means 
failure rather than success. A slip of the open- 
ing a fourth of an inch may mean a disastrous 
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sequel due to the irradiation of normal tissue. 

The undersurface of the shield and the skin 
adjacent to the lesion are painted with a liquid, 
fast drying adhesive material or glue, a number 
of which are available on the market. Both 
surfaces are allowed to dry one to two minutes 
until the adhesive material becomes tacky. Then 
the window is fitted exactly over the lesion and 
the shield is pressed in place, and is further 
fixed by several strips of adhesive tape. A 
large lead rubber sheet (14 inches by 14 inches) 
with a large hole in the center is placed in 
position to protect the foot. A large diaphragm 
or cone is used in the stand, is centered over 
the portal and the single dose is given. 


All lesions were treated with a single dose of 
superficial radiation generated at a 100 kilovolt 
peak without a filter, having a half value layer 
of 0.9 mm. of aluminum. Other factors were 
five milliamperes, at a skin target distance of 
eight inches (20 centimeters) using mechanical 
rectification, Coolidge universal broad focus tube 
being used in the majority of the lesions. A 
few lesions were treated with a machine with 
shockproof head with an inherent filter equal 
to 0.5 mm. Al (% value layer 0.9 Al) using 
above factors. The results obtained with the 
valve tube machine in the few cases treated 
compared favorably with those using mechanical 
rectification with the Coolidge tube. 

The dose of roentgen units applied to the 
portal in the protective shield is easy to measure. 
However, it is impossible to measure the num- 
ber of roentgen units which pass through these 
small portals (that is, from two to fourteen 
millimeters in diameter) due to the fact that the 
aperture is smaller than the ionization chamber 
(size, 22x11 mm.) on the roentgen meter. It is 
also very difficult to estimate the effective tissue 
dose through these small openings. Goldberg,'* 
in dealing with lesions of a centimeter or less 
in diameter, illustrates the marked progressive 
decrease of the effective dose as the aperture 
is reduced in size. 


Goldberg reports that 340 r. were required 
to produce an erythema with a portal larger 
than one centimeter. Yet it required 2,720 
roentgens (eight times the above erythema dose) 
to produce an erythema through a lead window 
2 mm. in diameter. In treating through small 
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windows (less than 10 mm.) there is very little 
back scattering of the x-rays and, consequently, 
the effective dose is materially reduced. As the 
above table indicates, the dose delivered to the 
portals must necessarily be increased as the 
window size is decreased to get the desired effect. 


The effective dose or number of roentgens 
necessary to effect a cure in the various sized 
lesions is indicated in the last column of Chart 1. 

For example, the portal in the protective 
shield used on a wart 6 mm. in diameter should 
be 1 to 2 mm. in diameter larger, this allowing 
from 0.5 mm. to 1 mm. border of normal tissue 
surrounding the lesion. In actual practice and 
for all practical purposes, this margin is about 
the thickness of the ink line around the wart. 
Thus by staying just outside of this ink outline 
when cutting and fitting the shield, there is 
allowed the desired border beyond the lesion. 
To a wart 6 mm. in diameter, the average single 
and total dose of 2,040 roentgens was delivered 
to a portal 7 mm. in diameter. 

The number of roentgens to be applied to the 
wart is solely dependent on its size. No con- 
sideration has to be taken into account as to 
whether we are dealing with a thick or thin 
wart since the greater portion of the keratotic 
overgrowth has been trimmed off. Therefore, 








SINGLE DOSE OF X-RAY DELIVERED TO VARIOUS SIZE 
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Diameter in Diameter in Time in Roentgen 
Mm. In. Millimeters Minutes Units 
13) 14 3 1000 
WA 
2)” 13 3% 1190 
11 12 4 1360 
10 11 4, 1530 
9 10 4% 1615 
8 9 5 1700 
_ 
7 8 5% 1870 
% 
6 7 6 2040 
5 6 6% 2210 
4 5 7 2380 
3) 4 8 2720 
f % 
2 3 8Y 2890 
Chart 1 


*The number of roentgen units delivered to the various size 
portals. (All doses measured in air.) 
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no allowance had to be made for loss of radiant 
energy in the excessive keratotic epidermis. 

Three exceptions are mentioned below in re- 
gard to the basing of the dose solely on size 
of the lesion. Warts whose diameter is 2 mm. 
or less are better treated by some other method 
such as electrofulguration, liquid oxygen or some 
other destructive process. We also doubt the 
wisdom of treating verrucae by means of x-ray 
if the lesion is larger than 12.5 mm. (or approx- 
imately % inch in diameter). If such a large 
wart is located on the heel with a thick sub- 
cutaneous pad, x-ray might be warranted but 
the total single dose should not exceed a thou- 
sand roentgens. If the lesion is located where 
the subcutaneous pad is scant as it is over the 
heads of the metatarsal bones and if after care- 
ful consideration the decision is made to treat 
the lesion with x-ray, it has been customary to 
reduce the dose by 340 roentgens (one minute 
treatment time). 

The epidémic type of plantar wart occurring 
in children or adults and plantar warts in chil- 
dren are reputed to respond to smaller doses 
of roentgen rays. Since we know of no accurate 
criterion with which to gauge this dose without 
risking the possibility of underdosing, with a 
failure resulting, the same full dose for the vari- 
ous sizes was given to all the above listed types 
and age groups. No untoward results developed 
in any of these so treated. Many of these 
patients have been observed over periods of ten 
to twenty years. 


No instructions are given for aftercare except 
that the patient is advised explicitly to return 
in four weeks. During this interval the patient 
experiences no discomfort but on the contrary 
is especially free from pain due to the fact that 
the hard hyperkeratotic portion of the tumor 
has been trimmed away. No doubt the x-ray 
treatment also is of benefit in relieving the pain. 
Eight to fourteen days after the treatment a 
few patients experience a slight increased ten- 
derness but this is not so severe as the previous 
discomfort. At the first return visit 28 days 
after the treatment, in about one-third of the 
patients the wart will be found entirely to have 
disappeared. In the other two-thirds, a dry, 
hard cornified mass is found which is much 
smaller than the original wart and can be peeled 
out by the shaving process with a single-edge 
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razor blade. If a small match-head size central 
plug remains, it should be picked out with the 
corner of the blade. At times bleeding occurs 
and the small granular pinpoint bleeding areas 
are touched with a solution of ferric subsulfate 
(Monsel’s solution) and a 40 per cent salicylic 
acid plaster is fitted to the excavation and taped 
in place for four or five days. In the early part 
of the series, a 50 per cent salicylic acid paste 
was used. At this time the shaving process is 
repeated and the salicylic acid plaster is re- 
applied if findings warrant it. This can be re- 
peated, if necessary, two, three or four times. 
We feel this trimming process and removal of 
the devitalized wart, which at times acts as a 
foreign body and possibly causes a recurrence, 
is most important and if properly carried out 
will raise the percentage of cures appreciably. 


The experience gained in handling 592. pa- 
tients with plantar warts who were followed 
four to five weeks after the x-ray treatment 
impressed us with the importance of these follow- 
up visits and the allowance of adequate time 
to determine whether or not the wart is cured. 
Oftentimes it requires two or three months and 
in some instances as long as four months after 
the single massive x-ray treatment before one 
can positively determine whether or not he is 
confronted with a failure. 


This survey is based on patients treated in 
private practice and the analysis covers the 
first 1,000 patients in whom the end results 
were known and in whom subsequent follow-up 
visits were adequate. 

Out of a total of a thousand patients with 
plantar warts, 670 had single lesions and 330 
had two or more verrucae distributed over the 
soles of one or both feet. There were twenty- 
four mother-daughter type warts. 


Chart 2, listing the number of patients with 
the various number and types of warts encoun- 
tered on the soles and the total number of warts 
treated, will make the analysis of the end results 
more comprehensive. 


Montgomery and Montgomery describe four 
types of plantar warts: 


(1) The single pressure point painful variety in which 
the factor of trauma enters. 


(2) The epidemic type of plantar wart. 
(3) The so-called “mother-daughter” type, or the 
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large solitary wart with multiple small satellite lesions, 
and 


(4) The mosaic warts of the soles. The mosaic type 
was not included in this series, as we agree with Mont- 
gomery and Montgomery that they are not amenable 
to x-ray therapy and other methods should be resorted 
to in dealing with this variety. 


LOCATION OF WARTS 


A great majority of the 670 patients with the 
single type lesion were suffering from the painful 
pressure point variety. The most common loca- 
tion for this variety was on the portion of the 
sole over the head of the first metatarsal bone. 
The next most common site was over the head 
of the fifth metatarsal bone and in those pa- 
tients with flat anterior, transverse arches many 
single painful warts were found over the heads 
of the second and third metatarsal bone. The 
skin over the medial aspect of the plantar sur- 








SURVEY OF 1,000 PATIENTS WITH PLANTAR WARTS 
TABULATED AS TO TYPES AND FREQUENCY OF TYPES 




















No. Warts Total No. Per 
No. of per No. Patient Cent 
Types Patients Patient Warts Failures Failures 
Pressure- 
point 
Single 670 1 670 59 8.8 
f 
2 144 2 288 20) 13.8 
814 79 9.7 
3 85 3 255 7 8.2 
4 23 4 92 2 8.6 
Mother-d’ghter 24 24 0 0 
Epidemic 54 (5 or more) 2 5.2 
5 or more 
13 5 65 | 
10 6 60 
8 7 56 
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1 4 9 36 L 
3 10 30 
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1,000 1,744 90 
Cures 910 
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face of the great toe at the junction of the 
first and second phalanx, which is also a pressure 
point, was the next most common location. The 
heel and the ball of the toes were also as fre- 
quently involved. 


No doubt, the frequency with which these 
pressure-point or weight-bearing areas are in- 
volved is greatly due to the fact that this por- 
tion of the sole comes in contact with the floor 
upon walking barefooted and sand, grit, wood 
slivers and other foreign particles are ground 
into the skin, carrying in the virus. Yet it must 
be re-emphasized that the condition of the 
arches of the foot play a very important part in 
the localization of warts in these areas. 


The epidemic variety is also found in areas 
of the sole which come in contact with the floor. 
In this series, 54 patients with five or more 
lesions fell into this category. Any patient in 
this series with five or more plantar warts were 
arbitrarily classified as having the epidemic 
variety unless the location obviously placed 
them in the painful pressure point group. 


Twenty-four of the patients with multiple 
warts were found to have the mother-daughter 
variety. Only the mother wart was irradiated 
and counted in this series. The satellite lesions 
were treated by other methods such as electro- 
coagulation, liquid oxygen or trichloro-acetic 
acid and, therefore, were not tabulated in the 
charts. As a general rule, after adequately 
treating the mother lesion with x-ray, the out- 
lying smaller warts responded readily to any of 
the above methods of destructive treatment. 


A number of plantar warts were encountered 
on the portion of the sole between the ball of 
the foot and the heel. This was especially true 
in patients with flat feet. A surprisingly large 
number of the epidemic type of plantar warts 
were located around the sides of the heel and 
foot at the junction of the sole and side of the 
foot. This location is brought about in all proba- 
bility by the implantation of the virus by undue 
friction and pressure caused by an ill-fitting 
inner sole. 


In this series of a thousand patients with 
plantar warts a total of 1,744 lesions were 
treated. A thousand lesions which were charted 
showing the actual size and shape were surveyed. 
Chart 3 shows the size and frequency by size. 
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Many other smaller and larger warts were 
encountered in the practice during the period 
of twenty years than the above table indicates, 
but these were treated by some other method 
and are, therefore, not recorded. 

Warts 6 mm. in diameter occur most fre- 
quently in this series, making up 24 per cent 
of the total treated. Warts 5, 6 and 7 mm. in 
diameter make up 59.9 per cent of the total 
treated. 


A great many of the warts surveyed were 
round or nearly round. Some were oval; others, 
egg shaped; and others, oblong. The shape is so 
variable that each and every portal in the pro- 
tective shield has to be individually fitted. Due 
to great variation in size and shape of warts, 
it is well to stress that the small standard round 
cone supplied on x-ray machines is not suitable 
to use as a shielding device in this treatment 
and cannot replace the individually fitted win- 
dow in the protective shield. This cone should 
be condemned for this purpose. 


TREATMENT RESULTS 


The end results were certain in this series of 
a thousand patients with plantar warts treated 
with a single dose of roentgen ray. All patients 
were observed after treatment over periods rang- 
ing from four months to twenty-one years. Of 
these, 910 (91 per cent) were cured and there 
were 90 (9 per cent) failures. 








SURVEY OF 1,000 WARTS AS TO SIZE AND FREQUENCY 
BY SIZE 

















Diameter in Number of Percentage 
Millimeters Warts 
2 10 1 
3 69 6.9 
4 94 9.4 
5 220 22 
| 6 241 24.1 $59.9 
L 7 138 13.8 J 
8 94 9.4 
9 64 6.4 
10 58 5.8 
11 to 12.5 12 1.2 
1,000 
Chart 3 











Vol. 42 No. 3 


If we break down the cures and failures into 
two groups, namely: first, those who reported 
back for the 28-day post-treatment follow-up 
and necessary aftercare; and second, those who 
were observed only some months or years later 
and the result noted when the patient was seen 
for a subsequent dermatosis, a very appreciable 
difference in percentage of cures and failures 
is revealed in these two groups. 

Five hundred and ninety-two patients re- 
turned at the appointed time (28 days to five 
weeks) for observation and any indicated after- 
care. In this group, there were 563 cures (95.1 
per cent) and 29 (4.9 per cent) failures. 


Four hundred and eight patients did not make 
the return visit as requested but were observed 
and results noted at a later date, this period 
varying from a few months to many years. In 
this group there were 347 cures (85.1 per cent) 
and 61 failures (14.9 per cent). The percentage 
of failures was about three times as great in the 
group that did not have the 28-day follow-up 
observation and aftercare. This clearly empha- 
sizes the importance of this after-care procedure. 

The aftercare with the removal of the devital- 
ized wart helped reduce the number of failures 
and it also gave opportunity for institution of 
indicated corrective measures, such as shoes, 
arch supports or any orthopedic problem which 
has etiological significance. 


In the group of 54 patients with 415 plantar 
warts of the epidemic variety, 16 were children. 
The majority were of school age and probably 
contracted the infection in the gymnasium or 
shower stalls. These multiple warts in chil- 
dren were treated in the same fashion, giving 
the same dose as was used in the other types, 
basing the dose solely on the size of the lesion. 
There is no contraindication for treating multiple 
warts if the lesions are widely separated and 
well dispersed over the soles. The greatest num- 
ber of warts in one individual irradiated, in this 
series, was eighteen. They were distributed ten 
on one sole and eight on the other. 

In this group of 16 children, 167 epidemic 
variety plantar warts were treated with no fail- 
ures (100 per cent cure). This substantiates the 
claim of several authors that this variety of 
plantar wart responds more readily to radiation 
than the single pressure-point type. It is also 
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claimed that warts in children respond more 
readily than in adults and with fewer failures. 
Results we have noted above would seem to 
bear this out. 


In the other 38 patients with the multiple 
epidemic type, 248 warts were treated with only 
two failures. Twenty-four mother-daughter warts 
were treated with no failures. 

There was no scarring following this method 
of treatment. In the cured patients, the nor- 
mal ridge and furrow pattern was re-established 
and the site of the treatment could not be ascer- 
tained by inspection, unless a previous scarring 
treatment method had been used. 

There was not a single instance of the develop- 
ment of a cancer in any of the warts either before 
or after the treatment with x-ray, yet these 
lesions and the treated areas were subjected to 
repeated trauma. 


ANALYSIS OF FAILURES 


The pressure point type of plantar warts 
accounts for the greatest per cent of the 90 
failures. Fewer cures are observed if such a 
wart is located in the skin under a flat anterior, 
transverse arch and especially if associated with 
subdermal fibrosis. This fibrotic change is also 
brought about by friction and trauma in indi- 
viduals (the asthenic tall, lanky, rawboned type) 
with little or no such cutaneous pads. In either 
instance, the wart so situated has a poor vascu- 
lar bed and the likelihood of cure with x-ray is 
less. 


At first sight it might be presumed that the 
entire difference in the percentage of failures 
in the two groups receiving and not receiving 
aftercare is due to the post-radiation care. This, 
no doubt, is partly true. However, a further 
analysis of the failures reveals that there is a 
larger number of patients in the non-follow-up 
group who had previous scarring treatment such 
as surgical excision, inadequate electrothermic 
destruction and escharotic treatment with acids, 
with a subsequent recurrence of the wart in or 
at the edge of the scar. In lesions so compli- 
cated, the failure rate is always higher. The 
greater number of patients previously treated 
with scarring encountered in the non-follow-up 
group at 28 days, can probably be accounted 
for by the fact that many of these patients had 
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previously experienced long, expensive courses 
of treatment and, when the x-ray apparently 
failed, the patient did not return for the after- 
care due to disgust. 


A certain percentage of failures are due to the 
warts being x-ray resistant. No explanation or 
solution can be offered for this. 


No doubt, errors in technic account for some 
of the failures. The incident of failures was 
higher in the early part of the series and also 
increased when technical duties were delegated 
to new assistants and technicians during the 
war years. During these years the failure rate 
increased from the usual four per year to eight 
per year. 


FATE OF FAILURES 


In no instance was a failure retreated with 
x-ray. We have always made it a steadfast rule 
not to retreat a plantar wart previously ir- 
radiated, either in our office or elsewhere. Abid- 
ing by this rule, we have experienced no regret- 
table sequelae such as atrophy, telangiectasia, 
ulceration, scarring and there was no discom- 
fort. 


In case of failure, many of the warts were 
treated and cured by other destructive methods 
such as electrocoagulation, chemical cauteriza- 
tion, and cryotherapy using carbon dioxide snow 
or liquid oxygen. Some of the failures were later 
cured by other physicians using destructive 
methods. 

Four patients with failures when seen last 
had a portion of the wart still present but said 
that they were experiencing no discomfort and 
desired no further treatment. Four failures are 
still on hand and are under active treatment. 


SUMMARY 


(1) A satisfactory technic using the single 
massive dose of roentgen ray for the treatment 
of verruca plantaris is reviewed, emphasizing 
in detail the pertinent points essential for good 
results. 

(2) The dose advocated for the treatment 
of various size warts is given in chart form 
and the safety and adequacy of this dose is 
substantiated by the end results of an over-all 
cure of 91 per cent obtained in 1,000 patients 
with 1,744 plantar warts so treated. 
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(3) The percentage of cures and failures 
varied from 85.1 to 100 and 14.9 to 0.0, respec- 
tively, depending on aftercare, type and loca- 
tion of plantar wart, and whether or not the 
picture is complicated by previous scarring 
treatment or orthopedic problems. 

(4) There were no unfortunate sequelae. 
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DISCUSSION (Abstract) 


Dr. H. Ford Anderson, Washington, D. C.—Plantar 
warts constitute a problem worthy of serious study. 
In this series we know that all of the lesions were 
plantar warts and not arsenical keratoses, clavi, plantar 
keratoses, even tuberculosis cutis verrucosis, or other 
simulating conditions which account for many of the 
disastrous failures we see from competitors in other 
fields. 

The classification of Montgomery and Montgomery 
is certainly the most practical one. Painful single warts 
under pressure points have orthopedic and different 
angles in their care from mother and daughter satellite 
warts. The same is true of the epidemic or infectious 
variety. Since the incubation time varies from two 
weeks to nine months or more, these patients must 
be warned to seek immediate treatment if a new wart 
appears. 


The warning about using x-ray where x-ray has been 
used before surely bears repetition. 

The chief value of this work is the careful attention 
to detail, every word of which is important from the 
beginning of the preparation to the completion of after- 
care. I wish to emphasize how all the hyperkeratosis 
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is cut away, how the size and shape of the lesion is 
exposed, how great care is used to treat all the wart 
and none of the normal tissue, how the dosage is chosen 
adequately but not in excess, how meticulously after- 
care is followed, and how other methods are used to 
treat all failures. 


This series of 1,000 cases with 1,744 lesions is adequate 
to prove the value of x-ray treating plantar warts. 
The percentage of successes will stand in defense of any 
argument against this method of treatment and can be 
compared with any other modality where follow-up 
records are as carefully followed. Few of us are so 
fortunate in being able to follow cases over as long a 
period of time. 

Since Michael’s advocacy of the larger single dose 
technic in 1926, it has been a common practice in our 
office although we have not chosen such a large per- 
centage of our patients for x-ray treatment. Our maxi- 
mum dose used has been 2,500 r. Our results have 
been good and sequelae few. We can endorse all the 
details of technic emphasized here. Too often we see 
instances of less careful procedures. Often we hear 
stories like this: Ten years ago x-ray was used in New 
York, the pain subsided, the wart went away. Five 
years later it recurred in St. Louis and again went 
away after x-ray perhaps the third or even the fourth 
time. On examination after paring a lesion of this type 
we may find not the papillae of a wart but an oozing 
or dry telangiectatic base of an x-ray keratosis, which 
in all probability was the lesion treated at least the last 
time treatment was used. Too often have we had to 
refer these patients for plastic repair. In almost every 
instance they have come in or have been referred in 
for additional x-ray treatment. 


Inadequate irradiation therapy is condemned not only 
because it makes adequate treatment impossible but 
because it leaves a lesion more difficult to handle. 

When irradiation is used carelessly the ill effects are 

so much greater than by other methods of treatment 
that electrodesiccation or some other method should 
be used: unless one is prepared and willing to take all 
the painstaking steps necessary to ensure the maximum 
chances for success. 
’ It must be remembered, however, that careless pro- 
cedures lead to failure in all other methods of treat- 
ment. If desiccation and curettage are to be followed, 
the procedure outlined in George Andrews’ text de- 
scribes best the treatment most of us follow. 

McLaughlin in the Lancet, January, 1948, describes a 
method that works well only if the procedure is fol- 
lowed to the most minute detail. He is entirely too 
caustic in his criticism of x-ray treatment. 

Carbon dioxide snow and liquid air are sometimes the 
method of choice. Details of procedure are very im- 
portant. The same is true in the use of the various 
caustics. 

I will conclude by repeating that careless x-ray is the 
most dangerous approach to the problem of treating 
plantar warts. The authors have presented a clear cut, 
tried and proven successful x-ray technic. 
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Dr. G. Adkins Davidson, Dallas, Texas—I have been 
treating warts by x-ray for about the last five years 
with a single treatment. I have a Philips contact ma- 
chine that allows me to treat a single wart in 20 
seconds. My patients do not lie down; they hardly 
sit down. They walk through the room and we put 
the wart under the machine for 20 seconds, and that is 
all there is to it. 

I have to put ink around the wart, not for the 
benefit of the wart but for my own benefit. Because 
of my bifocals, I cannot see the wart when I am close 
enough to it, and so we draw a ring around it and 
deliver the dose for 20 seconds. The machine I have 
delivers 10,000 r. per minute, at 20 mm. That machine 
has almost no penetration at all, and that figures up 
around 3,300 r. in 20 seconds, which I think is about 
the same amount of x-ray that Dr. Pipkin was giving 
in his treatment, around nine erythema doses. 


I have repeated treatment in some cases. I ask the 
patients to come back in a month, and I think I will 
make it 28 days hereafter. I had not thought of that 
but it is a good point, because usually in a month 
they are doing something else and do not come back 
at all. 

In most cases these warts are better or well. If they 
are much better, and are not hurting or unsightly, the 
patient will not come back. Then three or four months 
will elapse and the wart starts to come back and they 
drop in for a second treatment. Some I have treated 
twice and even three times, and I have seen them 
several years later and there are no x-ray sequelae there 
whatever. There is no deep pigmentation, no telangiec- 
tasis, and no atrophy. 


The smallest cone I have, I think, is either 2 or 3 
mm. in diameter. I can treat an area as small as that. 
Several years ago Sulzburger said you could treat a 
wart all you wanted to, as long as you did not treat 
anything but the wart, and that is what I have been 
doing, treating nothing but wart with no x-ray to the 
skin itself. 


Dr. Pipkin (closing) —I want to stress again the 
importance of the infinite care to be exercised in 
carrying out the technic, reiterating the importance of 
the position and fixation of the foot, the trimming of the 
wart, the outlining of the lesion and the fitting and 
fixing of the shield, and lastly the basing of the dose 
on the size, and size only, of the port. I think the 
reason we have not experienced any sequelae is the 
fact that we have always abided by the above described 
meticulous technic and by the steadfast rule of never 
retreating a wart with x-ray, regardless of whether it 
was treated in our office or whether it was treated 
elsewhere. I do not believe you will get in trouble if 
you ‘base your dose entirely on size of the wart. We 
trim the wart, fit the shield as described and base the 
dose on the size of the port. 


Question—Have you made any 
based on the age of the patient? 


variation in dosage 


Dr. Pipkin—That is mentioned in the body of the 
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paper. It has been reported that warts in youngsters 
and also warts of the epidemic type respond to much 
smaller doses. Since we know of no criteria on which 
to base this dose in children and in the epidemic types, 
we calculate the dose solely on the size of the lesion 
as indicated in the dose schedule. 





WHEN DOES A PATIENT NEED A 
GENERAL PRACTITIONER?* 


By Cuauncey D. Leake, Ph.D.* 
Galveston, Texas 


To the frequent question, “When does a 
patient need a general practitioner,” the answer 
is a prompt and emphatic “Always!” The gen- 
eral practitioner is best qualified of all medi- 
cally trained personnel to serve as the sick per- 
son’s immediate and continuing agent. The gen- 
eral practitioner can maintain this privileged 
position of importance in medicine as long as 
he justifies it. 


As a result of accumulated social experience 
in exploring the intimate relationship between 
a sick person and the attending physician, one 
may conclude that a patient may profitably 
turn to a general practitioner for every phase 
of medical attention. The general practitioner 
may helpfully serve the patient in all details 
of health promotion. The patient needs the 
general practitioner to observe and advise him, 
to guard his interests at all times, to promote 
his health and welfare, to examine him regularly, 
to manage his illnesses, to recommend special 
care for him when necessary, to obtain consulta- 
tion and specialty service when indicated, to 
prevent his illness, and to preserve his good 
health. 


These functions of the general practitioner 
have become well established as a result of many 
centuries of medical experience. The peculiar 
characteristics of medical development in the 
United States, with particular emphasis on the 
importance of a close personal relation between 
a doctor and his patient, have encouraged the 
development of the general practitioner concept. 





*Read in Section on General Practice, Southern Medical Asso- 
— + cama Annual Meeting, Miami, Florida, October 
-28, 1948. 


?Dean and Vice-President, University of Texas Medical Branch. 
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RELATION OF SPECIALIST TO GENERAL 
PRACTITIONER 


With the overwhelming increase of precise 
verifiable knowledge and its applications in 
medical fields, however, it has become impossi- 
ble for any one person effectively to encompass 
the whole of medicine. Special technical pro- 
cedures require long training for their successful 
use. For the satisfactory accomplishment of 
medical care in certain conditions, specially 
trained experts are needed to supplement the 
efforts of the general practitioner. The circum- 
stances under which specialty care is necessary 
are best judged by the general practitioner who 
has been in charge of the patient. 


The great advantage which the general prac- 
titioner holds over a medical specialist in the 
practical business of caring for an individual sick 
patient, is that the general practitioner tends to 
consider the patient as a whole. The specialist, 
on the other hand, is apt to be prejudiced in his 
view of the patient by his natural preoccupation 
with his specialty. The general practitioner is 
thus a helpful team member of the medical con- 
sulting group in maintaining an understanding 
of the medical picture presented by the patient 
as a whole. 


Specialty care seems to be indicated in only a 
relatively small percentage of sicknesses. In 
these conditions specialty care may be essential 
for life. Nevertheless, frequent surveys in vari- 
ous parts of the United States have shown that 
approximately 85 per cent of the sicknesses of 
all people may be handled satisfactorily by the 
general practitioner in his home or office, or at 
the home of the patient, with the equipment 
and facilities ordinarily available in a physi- 
cian’s handbag. Special care of experts and hos- 
pitalization are required in only about 15 per 
cent of illnesses. It is the responsibility of the 
general practitioner to determine when hospitali- 
zation and the care of an expert are required 
for successful management of sick people. 


There is pressing responsibility on the gen- 
eral practitioner to recognize promptly condi- 
tions in his patients which require the atten- 
tion of qualified experts, and to see to it that 
his patients get such ‘attention. This calls for 
a high sense of duty and self-discipline. Never- 
theless, the future position of general practice 
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depends upon the continuous self-critical judg- 
ment of general practitioners in knowing when 
they are no longer qualified to handle the com- 
plications which may have arisen in their pa- 
tients. This responsibility requires continuous 
study on the part of the general practitioner to 
keep abreast of current medical progress by 
reading, attendance at refresher courses, and 
discussion with his colleagues. It also requires 
the constant growth of his conscience to pre- 
vent him from undertaking to obtain the self- 
aggrandizement and emoluments which may fool 
him in surgical or other technical procedures for 
which he may have neither the training nor 
judgment. 


TRAINING FOR GENERAL PRACTICE 


The educational program of the medical 
schools of the United States emphasizes the 
training of properly qualified general practi- 
tioners. In our schools specialty training, par- 
ticularly in the surgical specialties, is reserved 
for postgraduate study. This is necessary be- 
cause of the increasing complexities of surgical 
technic, if success is to be assured. For general 
practice it is important chiefly to be prepared 
to handle minor surgery, such as the draining 
of abscesses or dressing of skin bruises, and to 
handle emergencies with good judgment. It is 
not wise for general practitioners to undertake 
laparotomies. 

Training for effective general practice requires 
thorough grounding in the basic sciences relating 
to the structure and function of human beings 
(as living things) in health and disease, and to 
the effects of physical and chemical agents 
which may act upon them. This verifiable 
knowledge about ourselves is increasing enor- 
mously. The art of practicing medicine, which 
medical students strive to acquire in their clin- 
ical years, consists in the wise application of 
this knowledge to the prevention and cure of 
disease, in individual patients. This clinical 
training is best imparted by clinical experts. 
However, the chief function of the general prac- 
titioner in achieving rapid and accurate diagnosis 
in his sick patients can be taught in a well- 
organized and managed teaching diagnostic 
clinic, emergency room and hospital admitting 
unit. Selected general practitioners may be ap- 
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pointed appropriately to such a teaching unit in 
the medical school. 

It might greatly help the status of general 
practice to get teaching hospitals to agree to 
admit to residency training in approved special- 
ties only such doctors as have spent five years in 
general practice. But get them to agree! This 
plan might also aid in supplying badly needed 
general practitioners in rural areas. It would 
certainly help in promoting the self-confidence, 
financial stability and general clinical judgment 
of the resident and future specialist. 

These considerations raise the vexing question 
of what surgery should a general practitioner 
undertake. The answer of experience is none, 
except minor draining and dressing. Unfortu- 
nately, the greater share of special surgery in 
large medical centers is correction of unsatis- 
factory results of surgical intervention by un- 
qualified general practitioners. General practi- 
tioners will be wise to restrict their surgical 
efforts to the barest essentials in emergencies 
necessary to keep the patient alive until proper 
surgery can be undertaken, and to refer elective 
surgery in every instance to certified specialists 
of their choice. 

On the other hand, the general practitioner 
is well qualified to handle the convalescent 
patient, after definitive hospital care has been 
concluded. The general practitioner is the most 
appropriate member of the medical team for 
managing home convalescence. This requires 
much skill and continuing study in order to take 
advantage of improved methods of convalescent 
care. 

With increasing emphasis on rehabilitation as 
the third phase of medical care, as proposed by 
Howard Rusk, there is a special opportunity 
for the general practitioner. This comes not 
only from indicated cooperation with physi- 
atrists and occupational therapists, but particu- 
larly in psychological readjustment, family co- 
operation, and job placement. These considera- 
tions are pertinent for satisfactory convalescent 
care by general practitioners for amputees, post- 
polio patients, and victims of industrial burning 
or injury. 


OPPORTUNITIES IN RURAL AREAS 


The general practitioner would seem to be the 
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best answer to the pressing need for medical 
service in rural areas. In order to attract physi- 
cians to rural practice, it is essential that they 
be given satisfactory facilities with which to 
work. Unfortunately, many rural areas cannot 
offer these attractions, nor can they economically 
support a physician. Under these circumstances, 
districts might be organized, relying on good 
roads, with provision for a small hospital for 
the economic area. Under such conditions, a 
small group of general practitioners, with a 
qualified surgeon in association, might best serve 
the locality. 

Genuine demand exists in most rural and 
even suburban areas in this country for satis- 
factory medical services. Only too often are 
such localities served merely by poorly trained 
and unqualified persons who hold dubious politi- 
cal licenses to defraud the sick. Economically 
it is often better for a young physician to begin 
practice in a small community where his skill 
is needed, than in a large center where there 
are already too many doctors, and where un- 
wholesome competitive practice prevails. 

Group practice in a rural district has many 
advantages and compensations, especially if the 
group has a trained business executive to handle 
charges. Under such circumstances the local 
bank will assist in providing necessary facilities 
for efficient practice. The total resources of the 
group are greatly multiplied by pooling indi- 
vidual skills, interests, and assets. Service to 
patients is vastly improved by group study and 
discussion. Reciprocating stimulus is provided 
by diversity of points of view, and clinical con- 
ferences promote the wisdom of pooled opinion 
in effective management and prevention of error 
in judgment or technic. Further, the group 
arrangement offers opportunity for vacations, 
trips to professional meetings, and a chance for 
study. It also makes possible special technical 
service in laboratory or case work which might 
be impossible for the practitioner who tries to 
make it alone. 

With autos and good roads a commonplace, 
group practice in rural areas can achieve as 
successful an application of current medical 
knowledge as in highly organized urban hos- 
pitals and clinics. Indeed, the rural group often 
finds so favorable a response that hospital and 
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clinic facilities may be provided by the com- 
munity. The hospitalization program of the 
U. S. Public Health Service is designed to assist 
this movement. 


PREVENTIVE MEDICINE IN GENERAL PRACTICE 


The experience of centuries shows that the 
success of professional medical effort depends 
greatly on developing and maintaining a close 
personal and understanding relationship between 
the physician and his patient. The general prac- 
titioner is best prepared to promote this rela- 
tionship. His entire professional career is de- 
pendent on maintaining it. The intimate knowl- 
edge which a general practitioner acquires about 
each of his patients as a result of this relation- 
ship offers a peculiar advantage in extending 
the range of medical service which the general 
practitioner can offer. This is in the field of 
preventive medicine. 

The greatest achievement of the past century 
in medicine has been the accumulation of precise 
knowledge about the causes of disease. By sensi- 
ble social coordination of this knowledge great 
epidemic diseases have been brought under 
public control. However, individual effort on 
the part of physicians to prevent disease has not 
been so well developed as our accumulated 
knowledge would warrant. Here is, then, the 
great opportunity for the general practitioner: 
to devise financially successfully methods of 
practicing preventive medicine for the benefit 
of his individual patients. 

The devotion of physicians to the service 
charge method of professional income is diffi- 
cult to understand. When every other profes- 
sion considers that retainer fees are justifiably 
proper, it is peculiar that medical men have 
seldom given them serious attention. Perhaps 
the professional injunction against contract 
practice has operated to inhibit consideration of 
the ordinary principle of a professional retainer 
fee for agreed-upon medical service. Preventive 
medicine could well be practiced under a retainer 
fee system. 

There would seem to be no valid objection to 
special arrangements on a retainer fee basis, 
as offered by general practitioners, in accordance 
with their judgment, to provide regular service 
in promotion of health and prevention of disease 

















Vol. 42 No. 3 


to selected patients and families of their choice. 
Under such a retainer, regular scheduled visits 
could be arranged for periodic physical exam- 
inations and for routine laboratory and radiologi- 
cal tests. Such studies would tend to increase 
the close personal relationship between the gen- 
eral practitioner and his patient. This system 
would afford an opportunity for advice on nutri- 
tional and personal habits, on personality and 
family adjustments, and on physical and mental 
hygiene. In short, a retainer would promote the 
practice of preventive medicine. 


A successful effort in preventive medicine by 
general practitioners on a retainer fee basis 
could be well devised for patients in the child- 
hood and old age brackets. For children such 
preventive medicine practice on a retainer prin- 
ciple has been in vogue for years on the Pacific 
coast. The retainer has varied from $50 to 
$120 a year, depending on conditions. It could 
include such service as immunization, scheduled 
conferences on nutrition, training habits, per- 
sonality adjustments, and advice on home con- 
ditions generally conducive to the development 
of healthy and well-balanced school children 
and young adults. It could also include regu- 
lar examinations to detect and correct any de- 
veloping abnormalities. 

General practitioners might contribute signifi- 
cantly to the development of effective geriatrics 
by considering the possible advantages of prac- 
ticing preventive medicine for a retainer fee with 
the increasing number of their aging patients. 
Such practice could include systematic training 
in preparation for old age. As it is, old people 
do not know what to do with themselves and the 
rest of us do not know what to do with them 
either. It is ironical that the medical profession, 
which by its skill has brought such unprece- 
dented numbers into old age, is so unprepared 
to help to do anything further for them. The 
practice of geriatrics on a retainer basis offers 


a great opportunity for the alert general prac- 
titioner. 


SELF-DISCIPLINE IN GENERAL PRACTICE 


Self-discipline is the key to successful general 
practice. Systemic self-criticism in group effort 
will aid in that self-appraisal which sets and 
maintains standards for striving and achieving 
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in professional efficiency. The success of mod- 
ern medicine depends on the continuous con- 
structively critical appraisal of methods and 
technic of applying scientific knowledge to the 
care of the sick and to the prevention of disease. 
General practitioners have the ever present 
responsibility of self-criticism through group 
cooperation to maintain this evaluation. This 
requires frequent analyses of the case records 
of their patients, with reading, noting, and espe- 
cially with frank discussions with congenial col- 
leagues. Every general practitioner would profit, 
and his patients also, if he were to keep careful 
case records and go over them often with his 
colleagues. 


Such a case record procedure would make 
medical society meetings more helpful to gen- 
eral practitioners, particularly if they could 
learn the value of succinct analysis. General 
practitioners will be wise to insist on high grade 
scientific programs at all medical society meet- 
ings. They will also profit by brief participation 
in critical questioning or comment on reports 
and reviews. 


It will be well for general practitioners to 
oppose the development of political scheming, 
and complaining in medical meetings and peri- 
odicals. Medicine is a great and honorable pro- 
fession whose business is the acquisition of scien- 
tific knowledge about the human body, and the 
artistic application of that knowledge to the 
promotion of health and the prevention of dis- 
ease. This business is more than enough for the 
time of medical meetings and the space of 
medical periodicals. The honorable and dignified 
status of medicine as a profession is endangered 
whenever medical politicians promote trade union 
policies and tactics. General practitioners can 
lose greatly by yielding to the tendency toward 
the unionization of medical men. 

In the same sense as general practitioners 
would be foolish to submit to unionization by 
allowing medical politicians to tell them how 
to practice, so they would be unwise to permit 
commercial concerns to teach them what to prac- 
tice. The wise general practitioner will resist 
the bland importunities of detail men, and be 
skeptical of the optimistic literature on new 
drugs and equipment which floods his mail. It 
is particularly important for general practitioners 
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to be critical and skeptical of new drugs and 
physical appliances, so that they may be certain 
to do their patients no harm, either directly by 
using a toxic or dangerous agent, or indirectly 
by discarding too hurriedly a well-established 
remedy or appliance in favor of something new 
but not so satisfactory. 

The general practitioner would be wise to 
come from Missouri whenever a new drug or 
apparatus is proposed. He should require the 
commercial company concerned to furnish all 
essential data to answer his most critical and 
skeptical questions. Rather than allow the com- 
mercial firm to tell him how to practice medi- 
cine, he should tell the interested company 
what he wants in order to practice as he wishes. 
Let us remember that it is the physician who 
has been licensed by society to practice medi- 
cine, not the commercial concern. 

Fortunately, medical men are well organized. 
The American Medical Association was estab- 
lished over a century ago to improve the 
standards of medical education and of medical 
practice, and it has gloriously succeeded. It has 
protected both physicians and the public from 
unscrupulous exploitation by greedy businesses 
ready to take every advantage of our hope for 
health. Nevertheless, all too few physicians sup- 
port the work or heed the advice of its great 
scientific councils on drugs and appliances. 
General practitioners will be wise to follow the 
reports of the various Councils of the A.M.A. 
for information on new drugs and therapeutic 
procedures and appliances. These reports appear 
frequently in the Journal of the American Med- 
ical Association. The Council on Pharmacy and 
Chemistry issues the annual New and Non- 
Official Remedies, which should be the guide 
for all general practitioners in the use of new 
drugs. If a new drug is not approved by the 
Council, it will be wise for the general practi- 
tioner not to use it. 

Continuous self-criticism and_ self-discipline 
in all professional affairs will increase the self- 
confidence and the reliability of the judgment 
of the general practitioner. Honest self-criticism 
an indeed be good sport and good hunting also. 
With continuous self-discipline, the general prac- 
titioner can always maintain the dignity of his 
professional position. As the public becomes 
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aware of his earnestness in self-criticism and 
self-discipline, the general practitioner will con- 
tinue to function as the medical guide, the wel- 
fare counselor, and the helpful friend of those 
who seek his services, even in the face of increas- 
ing population shifts and migrations. To make 
themselves readily available to new-comers in a 
community, general practitioners might so list 
themselves in telephone and other directories. 


RECOMMENDATIONS 


In order to improve the status of general prac- 
titioners, it is cordially but respectfully recom- 
mended 

(1) That teaching hospitals agree to accept 
for residency training in approved specialties 
only those who have been five or more years 
in general practice; 

(2) That general practitioners maintain rig- 
orous self-criticism and self-discipline in order 
to meet high standards of professional conduct 
in learning, practice and organization, and that 
they restrict themselves to such medical service 
as they are honestly qualified to give; 

(3) That general practitioners undertake the 
practice of preventive medicine on a retainer 
fee basis, and 


(4) That general practitioners so list them- 
selves in telephone and other directories. 





DISCUSSION (Abstract) 


Dr. W. L. Pressly, Due West, S. C—I should like to 
ask Dr. Leake what he considers a well-rounded resi- 
dency to prepare a doctor for general practice. This 
question was asked me at the October meeting of the 
Council on Medical Education and Hospitals. Is a one 
or two-year residency following a one-year internship 
advisable? It is my opinion that a two-year residency 
is preferable. However, I realize that the most valuable 
preparation for general practice is in doing general 
practice. 

Years back when I was Chairman of the Section on 
General Practice of the Southern Medical Association I 
reported that 85 per cent of the daily run of patients 
coming through the general practitioner’s office could 
be adequately handled by a well-equipped office group. 
Fifteen per cent should be referred to a specialist, such 
as surgeon, eye, ear, nose and throat, and so on. I am 
glad Dr. Leake concurs in this percentage. Since that 
time I have made repeated studies of these figures. 


The problem that interests me very much is the group 
practice suggested by Dr. Leake. He suggests that a 

















Vol. 42 No. 3 


surgeon be connected with a group of general practi- 
tioners. In our small towns and communities I do not 
feel that a surgeon is needed as we are all within a half 
to an hour’s reach of a well-regulated and equipped 
hospital. I feel very keenly that most small towns do 
not need a hospital. Too much is at stake when we 
have the lives of human beings in our hands. I feel 
sure that Dr. Leake was thinking in terms of towns 
with 5,000 to 10,000 people. 

Neither do I believe that every small town of 200 or 
300 people needs a doctor. If three or four doctors work 
together in a more centrally located town, an area of 
ten to fifteen miles radius can be cared for properly. 

During the past 30 years general practice has changed 
considerably. Years back 80 per cent of the medical care 
was home visits and 20 per cent was office visits. Today 
the reverse is true. Eighty per cent of the visits are made 
in the office and 20 per cent in the home. Patients are 
very alert to the fact that they receive more for their 
money in the office than in the home. I believe that 
three doctors so grouped can adequately care for 7,000 
people. It is my conviction that no doctor should 
practice alone as he becomes a slave to the com- 
munity and is not allowed time for recreation or time 
to attend medical meetings to keep himself posted upon 
the newer things in medicine. 


Dr. Harvey F. Garrison, Jackson, Miss—I limit my 
work to the lower age group. 

Preventive medicine is a most important thing for the 
general practitioner. He should do the immunizations 
himself. 

As one of the past presidents and a past councilor of 
this association, I attempted to get a group together at 
this meeting to discuss some of the things needed to give 
the Southern Medical Association a shot in the arm. 

I certainly trust that we will all work to try to come 
together next year with better programs in the Southern 
Medical Association. 

I go to many special meetings but these general meet- 
ings offer a greater contribution to the general practi- 
tioner, the surgeon, and the pediatrician. I hope that 
we will come back to our former two-day meetings 
with longer and better programs in the sections on 
general medicine and pediatrics. Let us see if we can 
help the new Council. 


Dr. Seale Harris, Birmingham, Ala—I should say that 
patients need a general practitioner at least 90 per cent 
of the time; and, when the general practitioner thinks 
it necessary, he knows to whom the patient should be 
referred in the other ten per cent of cases. 

Dr. Leake brought out the fallacy of prescribing 
trade names. We are increasing the cost of medical 
care to our patients when we prescribe expensive pro- 
prietary drugs. Often we do not know what we pre- 
scribe when we use trade names in prescriptions. 

The detail man goes around and tells doctors that this 
trade name will cure one disease and this trade name 
will cure another. The doctor tries the new trade names. 
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The next detail man comes around with the same drugs, 
with a different trade name, manufactured by a different 
company. The doctor tries that and drops the other. 
Then the druggist has all of these trade name drugs on 
hand. It costs the patient three or four times as much 
as the same U.S.P. or National Formulary drugs. 

It is estimated that in the year 1944 there were 250 
million dollars spent in the United States for vitamins. 
The probabilities are that 10 million dollars would have 
paid for all the vitamins that were prescribed by 
physicians, who taught their patients trade names for 
vitamins. 

The place to get vitamins is in food. I will ask you 
doctors, how many of you know the dosage of vitamin 
A, vitamin B, C, and D? Let us quit prescribing trade 
names, gentlemen, but prescribe U.S.P. and National 
Formulary drugs. 

When detail men, many of them fine fellows, come 
to me, I say to them: “Is your product approved by 
the Council on Pharmacy and Chemistry of the A.M.A.?” 
They reply: “No, but Dr. So-and-So uses it, and it is 
all right.” 

Dr. So-and-So has not the time and I have not the 
time to experiment with new drugs on private patients. 

In that connection, I am reminded of Dr. Hamlin of 
Alabama. One winter morning he was in a drug store. 
One of the pharmaceutical men came in to see the 
druggist and told him, “Doctor, this medicine, with a 
trade name, cures several diseases.” In a little while 
another drug man came around and said, “Doctor, this 
drug, with a trade name, cures so-and-so.” Dr. Hamlin 
said: “I have two sons. I thought of sending one of 
them to Harvard and the other to Johns Hopkins, but 
I believe it would be cheaper and quicker to send both 
of them to pharmaceutical houses for instructions.” 

The trend in medical schools is to make research men 
out of their graduates, who cannot think except when 
their feet are on linoleum or tile, in hospitals. Medical 
students should be taught to think for themselves. 


Dr. Anderson, of Mississippi, is one of the wisest 
men we have in the Southern Medical Association. A 
few years ago the subject of medical education and 
full-time teachers was under discussion. Dr. Anderson 
was asked for his opinion as to what are the needs of 
medical education. He said he thought the greatest need 
of medical education was to require every full-time pro- 
fessor in the clinical branches of medicine to take a 
postgraduate course at least every other year, under 
some good country doctor; that the country doctors 
know things the professors do not know, that they 
ought to know, and they could take care of quite a 
number of full-time professors in Mississippi, if they 
would send them down for postgraduate courses. 

I want to take issue with Dr. Leake on the question 
of retainer fee. It is a step towards socialized medicine. 
I am just back from England. Twenty years ago the 
panel system in England started by giving retainer fees 
for the low-cost groups. The panel system in London, 
England, was a failure. The people did not know the 
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kind of service they were getting. Then they went 
completely into socialized medicine. 

In England, Scotland, and Wales, the doctors have 
been regimented into state medicine. They have lost 
their independence, their initiative, and they are doomed 
to mediocrity and almost vassalism. 

We shall have to get busy to stop the trend toward 
socialized medicine. There is a bill that President Tru- 
man favors, which provides for socialized medicine in 
the United States. The labor unions have gone out to 
adopt that very thing, and many politicians are being 
told what to do, by the labor unions. This hurts the 
general practitioner worse than it does anybody else; 
but socialized medicine will destroy all of us, as far as 
that is concerned. 


Dr. Leake (closing) —Dr. Pressly asked about the 
scope of residency training in general practice. I do 
not know of any medical school or hospital that has yet 
established a formal residency for general practice, 
although several have it under consideration. 

In our own institution we are proposing a year’s 
residency following the general rotating internship, in 
which the resident, under the direction of selected 
general practitioners, will be responsible for the admis- 
sions to the hospital; that is, they will be responsible 
for the diagnostic clinic and the admitting unit. 

It seems to me that this is one of the most satis- 
factory types of training that could be developed for 
the general practitioner. If there is a group organized, 
as the A.M.A. has undertaken, it will be up to that 
group, of course, to specify the qualifications for resi- 
dency training. Whether or not certification in general 
practice is worth considering, I do not know; I do not 
think so. I think that is straining at something a little 
far. 

Dr. Roberts, at the University of Arkansas, in com- 
pany with many other institutions, uses clinical patho- 
logical conferences, clinical conferences in general, for 
general practitioners. We hold a series of refresher 
courses designed for general practitioners. We arrange 
for selected groups of general practitioners to be invited 
to our school, to spend a week with us, particularly for 
study and conference work and discussion in cancer, 
neuropsychiatry, pediatrics, maternal health, obstetrics, 
and also for refresher work in connection with advances 
in general science and their application to medicine. 

I am glad that the important surveys which Dr. 
Pressly made originally have been substantiated in 
many other parts of the country. They show uni- 
formly that between 80 and 87 per cent of all illnesses, 
whatever they may be, can be handled by the general 
practitioner, either in his office or at home. 

An important point was made by Dr. Pressly in con- 
nection with group practice. In rural areas, such as 
occur in the west part of Texas, where there may be 
many miles before you are near anything at all except 
a cactus bush, you had better have a surgeon with your 
group. There it is certainly helpful for men to work 
together, pooling their resources to get facilities that no 
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one of them individually could afford and, by pooling 
their resources, being able to give themselves vacation 
time. Group practice encourages critical discussion 
among the members of the group regarding their pa- 
tients. It is that which promotes the welfare of the 
patient. 


Dr. Garrison mentioned preventive medicine as a 
worthy field for development by the general practi- 
tioner. I wish to comment on that in connection with 
Dr. Harris’ doubt regarding the retainer fee. A retainer 
fee is not a panel system nor is it regimentation. If Dr. 
Harris is thinking of a retainer fee as a contract arrange- 
ment with a group, such as a labor union, then, of 
course, I condemn it heartily. But if a physician makes 
a private, individual, personal arrangement, based on 
his judgment with a particular patient and that par- 
ticular patient’s family for giving them certain service 
of a preventive medicine type, and charges a retainer 
fee for it, I see no objection to that sort of a propo- 
sition. 


Every other major profession operates upon a re- 
tainer fee basis, with personal relations with clients, in 
architecture, in engineering, in law, and even in the 
ministry. But in medicine, for some reason or other, 
the retainer fee is considered not a satisfactory arrange- 
ment. But I believe it deserves exploration. 


Dr. Harris said that he finds that patients need the 
general practitioner 90 per cent of the time. I said 
always, and I said it emphatically; that is 100 per cent 
of the time. 


It is poor practice thoughtlessly to prescribe trade 
names. The cost is the bad feature. There is further 
the prostitution that occurs, really, of the medical pro- 
fession by exploitation, commercially, by the develop- 
ment of trade-name psychology. 


The question as to whether the schools teach too 
much research or are too scientific or not practical 
enough, is a very difficult one: The point is that no 
competent physician can practice satisfactory medicine 
unless he has full knowledge. It is essential that he 
learn how to know what the information is that we 
possess, that which is verifiable about ourselves, and 
how to apply that knowledge to his particular, indi- 
vidual patient. 


Not only must we go to great lengths to make sure 
that the young physician going through the school 
knows, and knows well, what is verifiable information 
about ourselves, but we must also inspire that young 
man to keep abreast of the increased knowledge as it 
is continually accumulating. 


We could not practice satisfactory medicine if doctors 
did not have the type of scientific training that is now 
customary for them to get. Their judgment then comes 
into the picture. Their clinical study trains their judg- 
ment in applying that knowledge to the welfare of the 
patient. The science of medicine gives the information 
that doctors must have. The art is applying that infor- 
mation to the welfare of the individual patient. 
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WHEN DOES THE GENERAL PRAC- 
TITIONER NEED A SURGEON ?* 


By R. L. SANDERs, M.D. 
Memphis, Tennessee 


The growth of specialization in medicine has 
led inevitably to a situation wherein the spe- 
cialist and the general practitioner have become 
increasingly dependent upon each other. The 
abdominal surgeon and the general practitioner, 
especially, are mutually dependent; they are 
allies in their efforts to save the lives of surgical 
patients. In the majority of lesions within the 
field of abdominal surgery, the patient’s history 
and symptoms are of far more significance than 
laboratory procedures. The general practitioner, 
being usually the first to see the patient, bears 
the responsibility of obtaining this information 
and deciding whether or not his complaint neces- 
sitates operation. Not infrequently, however, 
the proper interpretation of all the factors which 
enter into the choice between medical and surgi- 
cal treatment presents many difficulties. It is 
this thought that prompts the present discussion 
of a few abdominal disorders wherein questions 
of operative intervention may arise and in which 
the surgeon and his colleague in general prac- 
tice must combine their earnest efforts in the 
interest of the patient. 


CARCINOMA OF THE COLON 


Since the necessity for surgery in malignancy 
of the colon is unquestioned, the sole concern 
of the general practitioner is the diagnosis. 


The symptoms of carcinoma of the colon de- 
pend largely upon the type, location and stage 
of development of the growth at the time of dis- 
covery. Lesions of the right colon are usually 
of the fungating variety, with extensive slough- 
ing and easily bleeding surfaces, and manifest 
themselves primarily by anemia and toxemia. 
Carcinomas of the left colon are fibrous, annular 
and constrictive, giving rise to symptoms of 
obstruction. Any patient, therefore, who gives 
a history of weakness, loss of appetite and 
weight, an alteration of bowel habit, the passage 
of blood in the stools, or intermittent abdominal 
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pain, or who is found to have an abdominal 
mass should be suspected at once of having a 
carcinoma of the colon. 

The patient with rectal carcinoma usually 
describes a sense of heaviness in the rectum, 
frequently accompanied by attacks of diarrhea 
with tenesmus, but unrelieved by evacuation. 
The symptom which brings the majority of 
patients to the physician, however, is the finding 
of blood in the stools. As a rule, the bleeding 
is slight, and thus is often attributed to hemor- 
thoids. Pain is seldom experienced until the 
growth has metastasized; it is then severe and 
radiates to the back or down the thighs, indi- 
cating invasion of the tissues surrounding the 
pelvic nerves. 

Physical examination of a patient who pre- 
sents any of the foregoing symptoms should 
include palpation of the abdomen for a mass, 
auscultation for evidence of obstruction, and 
digital and proctoscopic examination of the 
rectum. Approximately 70 per cent of rectal 
growths are within reach of the finger; failing 
detection of a lesion by this means, the examina- 
tion should not be considered complete without 
proctoscopy or sigmoidoscopy. In women pa- 
tients, a vaginal examination will also enable 
one to estimate the extent of invasion of the 
rectal shelf and pelvic structures. For lesions 
above the colon, the differential diagnosis may 
be difficult, necessitating the use of every 
measure at our command. As a rule, however, 
the lesion may be demonstrated in the roentgen- 
ogram. The barium should be given both orally 
and by enema, in order that the entire organ 
may be visualized. 

It is a deplorable fact that patients with colon 
and rectal carcinoma do not come to the sur- 
geon until about nine months, on the average, 
after the onset of symptoms. By this time, the 
prospect of cure is materially impaired. To a 
large extent, such a state of affairs is due to the 
patient’s delay in consulting a physician. If, 
however, the practitioner sees the patient early, 
promptly recognizes the disease and sends the 
patient to the surgeon, the outlook may be by 
no means unfavorable. 


DUODENAL ULCER 
In our experience, approximately 30 per cent 


of all duodenal ulcers have fallen into the 
category of surgical diseases. This comprises 
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ulcers which have acutely perforated, those 
which continue to produce pain despite well tried 
medical treatment, recurrently bleeding and per- 
sistently obstructive ulcers and, finally, gastro- 
jejunal ulcers. In a not inconsiderable number 
of cases, however, the point at which these com- 
plications require surgery may not be easily 
determined. 


Perforation—Perforating ulcers are situated 
on the anterior wall of the duodenum. They 
may be acute or chronic. The acute type, which 
perforate freely into the abdominal cavity, give 
rise to an easily recognizable picture. The pa- 
tient’s expression reflects his excruciating pain, 
his skin is pale and clammy, his abdomen per- 
fectly rigid and exquisitely tender, and he lies 
motionless. Nausea and vomiting may or may 
not be associated. During the early hours fol- 
lowing the perforation, the temperature, blood 
pressure and pulse remain normal. The acute 
manifestations then subside in some measure 
and the patient seems slightly more comfortable, 
though the abdominal tenderness and rigidity 
persist. If surgery is not undertaken immedi- 
ately, this phase is soon followed by signs of 
spreading peritonitis: the temperature and leu- 
kocyte count rise, the pulse rate is increased, the 
pulse volume is reduced and the abdomen be- 
comes distended. The roentgenogram often re- 
veals gas beneath the diaphragm. In the pres- 
ence of these findings, surgery is urgent. One 
should never wait for this stage, however; in- 
stead, the surgeon should be called immediately 
after the onset of the attack. 


Fortunately, many perforations are so minute 
as to be easily protected by the gallbladder, 
the under surface of the liver, the omentum or 
some other structure. Here, also, the chief 
symptom is pain. Unlike that of an unprotected 
perforation, however, the pain subsides or is 
relieved with opiates, and the abdominal sore- 
ness gradually disappears. The patient fre- 
quently recovers without operation, though it is 
never wise to risk such a course, as the escaped 
contents of the stomach may pass over the dome 
of the liver and produce a subphrenic abscess. 
When such an abscess does develop, drainage 
should be established without delay. Again, the 
patient with a protected perforation may have 
persistent symptoms of obstruction incident to 
edema or deformity of the duodenum at the 
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ulcer site. In such cases, surgery becomes neces- 
sary in order to overcome the obstruction. 


Hemorrhage.—In the presence of this compli- 
cation, one should suspect a lesion on the pos- 
terior duodenal wall which has eroded the blood 
vessels and penetrated into the head of the 
pancreas. The hemorrhage appears most often 
as melena, though it may appear as hematemesis, 
or as both. In the majority of cases, the bleed- 
ing is of mild degree and recurrent, and is 
accompanied by persistent pain referred to the 
back as a consequence of the invasion of the 
pancreas and a more or less severe inflamma- 
tory reaction with obstruction. Not infrequently, 
an anterior ulcer is associated. 


If the hemorrhage does not recur too often, 
the patient may be carried along indefinitely 
on medical treatment. On the other hand, if it 
does recur often and is accompanied by per- 
sistent pain, or if the patient has experienced 
one or two rather severe hemorrhages, surgery 
should be recommended. Massive hemorrhage 
obviously calls for emergency treatment, includ- 
ing repeated or continuous transfusion, opera- 
tion being delayed until the patient recovers 
from the effects of the attack. If, however, no 
definite improvement is apparent within 12 to 
24 hours after the onset of the bleeding, opera- 
tion should no longer be postponed. This is 
especially true of individuals of middle age or 
beyond. In younger patients, one may wait 36 
to 48 hours to determine whether supportive 
treatment will control the hemorrhage and raise 
the blood pressure to a satisfactory level. In 
any case, a second massive hemorrhage calls 
for prompt surgical intervention, usually with 
multiple transfusions during the operation. 


Intractability —A large number of ulcers are 
characterized chiefly by more or less severe and 
persistent pain or discomfort, generally with 
high acid values. Many of this group are mul- 
tiple, and the association of some degree of 
hemorrhage or obstruction, or both, is not un- 
common. Patients with intractable ulcers are 
usually extremely nervous and incapable either 
of being relieved by medical treatment or of 
following the required regimen. In such cases, 
the diagnosis should be unmistakable before 
operation is undertaken, otherwise the outcome 
is likely to be disappointing. If the indications 
are proper, however, a successful result may be 
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expected, and the practitioner can meet his 
responsibility to the patient only by referring 
him for surgical treatment. 


Gastrojejunal Ulcer.—As a rule, gastrojejunal 
ulcers develop after gastroenterostomy for a 
duodenal or gastric ulcer, though occasionally 
they follow gastrectomy. The symptoms, which 
are similar to those of duodenal ulcer, usually 
appear within a few weeks or months post- 
operatively. In a few cases, bleeding of some 
degree is associated. 

Having found that medical treatment of 
gastrojejunal ulcer gives only temporary relief, 
surgeons regard operation as imperative. Fre- 
quently, also, the necessity for surgical treat- 
ment is increased by continued activity of the 
original lesion. Any patient, therefore, who 
continues to have ulcer symptoms following 
operation should be sent to the surgeon without 
delay. 


CHOLECYSTITIS 


The surgical criteria differ materially in the 
chronic and acute phases of cholecystitis. Thus, 
in any discussion of the question, these two 
phases should be considered separately. 

Patients with chronic cholecystitis may be 
safely treated by medical means until compli- 
cations, particularly stones, develop. Recogni- 
tion of these complications is the practitioner’s 
problem. 


In the first place, it is assumed that the 
presence of gallbladder disease has been estab- 
lished and that other pathologic conditions, 
such as disturbed liver function, disease of the 
pancreas, gastro-intestinal infection, duodenal 
ulcer, appendicitis, and especially a cardiac 
lesion, have been ruled out as possible causes of 
the patient’s complaint. In the second place, 
one should determine whether or not the patient 
has gallstones. The majority of poor results 
following cholecystectomy are observed in cases 
wherein the operation has been performed for 
chronic non-calculous cholecystitis. On the other 
hand, the large majority of patients who are 
completely relieved by operations are those who 
have had gallbladder or duct stones, or both. 
Undoubtedly, the demonstration of stones is 
itself ample indication for surgical interference. 
Even though the symptoms are mild and the 
function of the gallbladder is essentially nor- 
mal, cholecystectomy is advisable as a precau- 
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tion against perforation or a possible malig- 
nancy. 

Once the indications for operation are deter- 
mined, the procedure should not be delayed. 
Otherwise, the pathologic changes which take 
place throughout the biliary system not only 
further impair the patient’s resistance, but 
necessitate more intensive preoperative and 
postoperative treatment, as well as more exten- 
sive surgery, and increase the technical diffi- 
culties of the operation. Many surgical fatali- 
ties might be avoided if these patients were 
given the benefit of operation before the adjacent 
organs became hopelessly involved in the dis- 
ease process. 


Acute Cholecystitis—One of the most con- 
vincing arguments in favor of early operation in 
chronic cholecystitis lies in the danger of an 
acute attack and possible perforation. Many 
acute attacks are preceded by a long-standing 
chronic cholecystitis and are induced by obstruc- 
tion of the cystic duct by a stone and a super- 
imposed infection. In other cases, the attacks 
are provoked by strangulation and edema of the 
ducts from infection or, more likely, a chemical 
reaction. 

Acute cholecystitis, like other acute abdom- 
inal diseases, is manifested by abdominal pain 
and rigidity, a tender mass, and an elevation of 
temperature. During the early hours of the 
attack, a mass may not be palpable, rigidity 
and tenderness may not be pronounced, and 
the temperature and pulse may be essentially 
normal. In this event, operation may be delayed 
for 12 to 48 hours while the patient is kept 
under observation, or even longer if the patient 
is a poor physical risk. Fortunately, the attack 
will usually subside, permitting operation at a 
more advantageous time. By keeping a close 
watch of the patient’s clinical progress, one can 
generally determine within 24 to 48 hours after 
the onset whether the acute process is going 
to subside. If the symptoms are not relieved, 
or if they become aggravated during this period, 
operation is urgent. Sustained pain, a tender 
abdominal mass and a gradual rise of tempera- 
ture, in particular, are evidence of a surgical 
condition. 


ACUTE INTESTINAL OBSTRUCTION 


The answer to the question of surgical inter- 
vention in intestinal obstruction hinges upon a 
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distinction between simple mechanical obstruc- 
tion and imminent or actual strangulation. In 
the latter type, the decision is urgent, in that 
the mortality is in direct proportion to the 
promptness with which operation is undertaken. 
Without surgery, the strangulation leads to a 
reduction of the volume of circulating blood and 
consequent shock, and sooner or later to gan- 
grene and peritonitis. 

Adhesions, usually secondary to a previous 
operation, constitute by far the most common 
single cause of intestinal obstruction. Intussus- 
ception, volvulus, hernias, tumors and other con- 
ditions are together responsible for less than 
half the cases. In the vast majority, the site 
of the obstruction is the terminal ileum, and it 
is here that strangulation is most likely to de- 
velop. Obstructions in the duodenum and 
jejunum are generally amenable to relief by 
intestinal intubation. 


Simple Mechanical Obstruction—The patient 
with simple mechanical obstruction does not 
appear acutely ill, and the pulse, respiration, 
temperature, blood pressure and leukocyte count 
are little, if any, increased above the normal. 
Recognition of the condition should be relatively 
easy, however, by the three cardinal signs of 
pain, vomiting and abdominal distention. The 
pain is colicky in nature, recurs at frequent 
intervals, and begins and ceases abruptly; be- 
tween the attacks, the patient is fairly com- 
fortable. A gurgling or tinkling borborygmus 
accompanies the pain, often being heard without 
auscultation. Peristaltic waves may or may not 
be visible. 


Vomiting is usually associated with the at- 
tacks of colic, but does not bring relief. If the 
obstruction is high, the vomiting is likely to 
begin early and to be profuse, leading quickly 
to dehydration. Distention varies in degree; 
often, it is apparent only upon examination. 
Some rigidity may be present, but no tender- 
ness will be elicited. If the obstruction is pro- 
duced by a tumor or by intussusception, the 
mass may be detected early by palpation alone. 
Frequently, a low abdominal mass may be 
found on rectal or vaginal examination. 


Intestinal Strangulation.—In every case of 
suspected intestinal obstruction, the patient 
should be kept under the closest observation. 
As the blood supply of the intestine becomes 
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damaged, the obstructive symptoms and signs 
grow more pronounced. The colic increases in 
severity, and between the attacks the patient 
experiences constant pain to a lesser degree. 
The vomiting becomes more violent and, if 
the obstruction is low, may be fecal in type. 
The distention likewise increases and is accom- 
panied by further resistance of the abdominal 
muscles and more or less tenderness on palpa- 
tion. The peristaltic sounds are lower in tone 
and are heard less often. The temperature and 
leukocyte count rise and, unless the patient has 
received ample fluids, evidences of marked de- 
hydration are observed. These signs will be 
recognized as those of early strangulation and 
are surgical in their implications. 


Evans and Bigger* call attention to another 
sign which they have found highly suggestive 
of strangulation, especially in obstructions by 
volvulus. This they call the “position of relief.” 
The patient lies on the side and draws the knees 
up, or maintains a sitting position with the body 
inclined forward. Apparently, this position re- 
leases traction upon the mesentery, thus bring- 
ing relief of pain. 


As the circulatory crisis within the abdomen 
increases, the patient becomes cold and his skin 
clammy, the blood pressure falls, the pulse be- 
comes rapid and weak, and cyanotic areas ap- 
pear on the body. The abdomen is silent, rigid 
and tender, and percussion may reveal evidence 
of free fluid. At this stage, surgical treatment 
must be accompanied by drastic restorative 
measures. 


In some cases, this sequence of events takes 
place within the space of a few hours, the signs 
of strangulation appearing almost from the onset 
of the attack. In others, several days may 
elapse before the crucial stage manifests itself. 

Obviously, physical examination, repeated 
often, is of first importance as a guide to the 
progress of the obstruction. Roentgenograms are 
useful for demonstrating its location and type. 
These, also, should be repeated at intervals to 
determine the degree of distention and whether 
or not the obstruction is increasing. 

The majority of these patients are seen in 
the home by the general practitioner, and upon 





*Evans; Everett, I; and Bigger, I. A.: Early Recognition and 
Management of Intestinal Strangulation, J.A.M.A., 133:513, 
Feb. 22, 1947. 
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his keenness of observation and diagnostic 
acumen the life of the patient may depend. 
With the exception of those cases wherein sur- 
gery is obviously imperative from the beginning, 
as in obstruction from intussusception and tu- 
mors, or those wherein strangulation is apparent 
when the patient is first seen, conservative treat- 
ment should be given while a close watch is 
maintained. As a rule, if the pain and other 
symptoms persist for 6 to 10 hours, or if they 
rapidly become more severe after the onset, 
surgery should be undertaken without further 
delay. In fact, one may safely say that in no 
case does the general practitioner need the 
services of a surgeon more than in the presence 
of intestinal strangulation. 


DISCUSSION 


The only question as to the necessity for 
surgery in malignancy of the colon arises when 
the lesion appears to be so far advanced that 
resection is out of the question. Even so, explo- 
ration may at times reveal that resection is 
feasible. In such cases, the patient may at least 
be made more comfortable by removal of the 
growth, and occasionally life may be prolonged 
for a surprisingly long while. If resection is not 
possible, the surgeon may be able to perform 
a palliative operation and perhaps thus afford 
the patient several additional months of com- 
fortable existence. 


In chronic cholecystitis and chronic duodenal 
ulcer, the practitioner and the surgeon must ask 
themselves whether or not the patient should be 
operated upon at all. This may be answered in 
the affirmative only if the surgical indications 
are clear. Any doubts upon this point may 
usually be clarified by a searching inquiry into 
the patient’s complaints and a comprehensive 
examination. Once the indications are estab- 
lished, there is no justification for subjecting 
him to the dangers of complications incident 
to further prolongation of the disease. 


In the presence of an acute abdomen, the 
practitioner must decide whether or not an 
emergency exists or is likely to develop. If so, 
he should immediately place the patient in the 
hospital and call the surgeon. Thereafter, the 
Surgeon must assume responsibility for the pa- 
tient’s care. Working together in this manner, 
these allies, the practitioner and the surgeon, 
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will be able to save many patients whose lives 
might otherwise be lost. 





DISCUSSION (Abstract) 


Dr. W. H. Anderson, Booneville, Miss—Every gen- 
eral man in surgery or medicine should have his able 
and dependable consultants. There is more work than 
all can do and we need to unify our efforts for the 
good of our patients. 


Dr. Wm. A. Reilly, Little Rock, Ark.—I do pediatrics 
and have been very much interested in surgery for many 
years. Pediatric practice is general practice, as Dr. 
Sanders told you. 


There are three syndromes in the abdomen of the 
child with which I am sure you are all acquainted. 
Dr. Sanders mentioned to you the obstructive lesion 
in the duodenum; the other two are pyloric stenosis 
and intussusception. 


If general practitioners could pay some more atten- 
tion or, better yet, if some of the public were more 
observant, obstructions would be diagnosed earlier. 

There are several points about pyloric stenosis that 
should be borne in mind. One is that the vomiting is 
projectile. You see extensive waves. In 90 per cent 
of cases one can make the diagnosis by palpation. It 
is necessary to sit down and try to feel the tumor. 
That takes time. The babies may be ten to twenty 
miles away and they cannot always be seen imme- 
diately. 

How does one differentiate pylorospasm from duo- 
denal occlusion, anomalous development or anomalous 
vessels passing over the third portion of the duodenum? 
It is determined by the nature of the vomitus. There 
is bile in excess in these cases, whereas in pyloric 
stenosis, which is by far the more common lesion, 
one gets bile in only occasional slight traces. 

The intussusception picture is a remarkable picture. 
At times the patient may pass bowel movements with 
an occlusion that goes down into the rectum. The 
intussuscipiens is right down in the rectum so that 
you can feel it with your examining finger. I do not 
know how to explain these. I saw a patient just a 
week ago who had probably had his intussusception 
as long as eight days and still lived. He lost a lot of 
blood per rectum. 


Dr. Sanders (closing)—My presentation was offered 
in a spirit of appreciation of the general practitioner as 
well as to bring us all back to a reconsideration of the 
necessity of diversified treatment as practiced by these 
men on the firing line. The present occasion seems to 
be a significant one, in that it shows we are getting 
together in our efforts to see our patients as a whole. 
We should never allow specialization to go so far as to 
obscure this viewpoint. 

Dr. McDaniel is to be congratulated for his forward 
thinking in preparing this program. Such programs 
foster an attitude of mutual helpfulness, which is a 
basic step toward the accomplishment of our com- 
mon objectives. 
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TWO THOUSAND HEMORRHOIDEC- 
TOMIES USING THE FANSLER 
TECHNIC* 


By Ronatp F. Evxrns, M.D., F.A.C.S. 
Springfield, Missouri 


The purpose of this paper is to report the 
technic used and the results obtained in two 
thousand hemorrhoidectomies. The cases include 
those done while in the Army Medical Corps from 
April, 1941, to May, 1945, and in private prac- 
tice since November, 1945. 


The Fansler technic is not new and is well 
known to all those specializing in proctology, yet 
it is not generally known by the general surgeons 
who do the occasional rectal surgery. It was 
originated some years ago by Dr. Walter A. 
Fansler of Minneapolis, Minnesota, and depends 
fundamentally on the use of the surgical ano- 
scope devised by him. The scope is three and 
one-half inches in length and one and one-fourth 
inches in diameter with a three-quarter inch 
wide, longtitudinal opening along one side. A 
long handle is situated opposite the longitudinal 
opening and the scope is easily and steadily 
held in position by the assistant. A rounded 
obturator completes the scope and makes for 
easy insertion into the anorectal region. When 
the obturator is removed, the anorectal tissues 
protrude into the longitudinal opening as each 
quadrant is examined and surgery accomplished. 


The patients are prepared for surgery in the 
usual routine manner. In a recent series of 
cases, sulfasuxidine has been given in four grain 
daily doses for three days preoperatively and 
four days postoperatively. It is believed that 
this drug decreases postoperative inflammation 
and pain and reduces gaseous distention in the 
lower bowel. Even though postoperative pain 
and discomfort is minimized by the technic to 
be described, this drug has been found to be of 
benefit. 


The anesthetic of choice is a low spinal of 
sixty milligrams of procaine crystals. All pa- 
tients have blood pressure readings when first 
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examined and again on admission to the hospital. 
The pressure is taken before preoperative medi- 
cation and again before the anesthetic is given. 
The pressure is maintained at an average normal 
by the use of desoxyephedrine, given in 5 to 
20 milligram doses. This pressor substance is 
given just before the anesthetic is administered, 
if necessary. The patient may become euphoric 
if the primary dose is too great, so it is better to 
give a small dose and repeat if necessary. 


The patient is placed in the jack-knife po- 
sition on the operating table and the buttocks 
are held apart by use of adhesive tape, pulled 
laterally and fastened to the side of the table. 
The anorectal area is cleansed thoroughly with 
gauze saturated with witch hazel, which is insert- 
ed into the rectum through an examining type 
anoscope. A careful digital examination is then 
done to discover any existing disease which may 
have been missed during previous examinations. 
Ten cc. of “zylcaine” is then injected peri- 
anally beneath the sphincters to prevent post- 
operative pain and prolong sphincteric relax- 
ation. This anesthetic oil solution has proven 
of benefit in making the patients more comfort- 
able and no ill effects, such as cellulitis and ab- 
scesses, have resulted from its use. 


The Fansler scope is then inserted, the obdu- 
rator removed, and a careful study of all four 
quadrants is made. The scope allows for clear vis- 
ualization and study of all anal and lower rectal 
tissues, and the evaluation of the existing patho- 
logic condition can be quickly made. In the 
complicated and uncomplicated routine cases of 
external-internal hemorrhoids, removal is made 
from all four quadrants and the technic is as 
follows: The redundant and hemorrhoidal tis- 
sues of each individual quadrant are swept into 
the lumen of the scope using a curved Kelly 
hemostat. A one-third length, number two, 
plain catgut is then sutured through the rectal 
mucosa just proximal to the internal hemor- 
rhoidal mass. This suture is triple tied and the 
distal end of the suture is fastened into the 
towel drapes so as to be out of the way until 
needed. An Allis forcep is attached to the skin 
about two inches from the anal opening so as to 
place the tissues on tension. The redundant ex- 
ternal tissue is then picked up and a small 
longitudinal incision is made at the junction of 
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the redundant and fixed skin. Small curved 
scissors are inserted into this incision and care- 
fully pushed forward going between the mucosa 
and sphincter muscles. By opening and closing 
the blades, the vascular and fibrotic tissues above 
are separated from the muscle below, and the 
scissors are carried forward to the primary knot 
of the suture. The tissues, thus separated, are 
then incised from the primary incision to the 
suture knot. All vascular tissue beneath the 
mucosa is then excised. A portion of the external 
skin and anorectal mucosa is excised if so abun- 
dant as later to cause a redundancy. When this 
point of the procedure is reached in the right 
lateral quadrant, the pectinate line can be clearly 
visualized, in most cases, and incised. The su- 
ture, previously tied, is then used to close the 
mucosa and skin. Bleeding points are either con- 
trolled with separate ligatures, or by careful 
locking of the continuous suture. Just distal to 
the superficial external sphincter, a deep suture 
is taken and the continuous suture is tied. This 
is done to close off the internal area and so pre- 
vent the possibility of a superficial fistula. The 
skin is then closed tightly by interrupted sutures, 
carefully approximating the skin edges. No need 
has been observed for leaving the skin open for 
drainage, as is done in other procedures, and 
the time of healing is definitely shortened. 
Each quadrant is treated in the same manner 
except for the posterior one. In this quadrant 
a racquet shaped skin incision is made and 
the skin and anorectal mucosa are dissected 
cephalad down to the primary suture knot. The 
technic is the same except that the skin tab is 
excised and the mucosa is sutured transversely 
to the distal margin of the external sphincter 
when reached with the continuous suture. The 
fibers of the pectinate line and the external 
sphincter are incised in this quadrant if the 
sphincters were previously found to be spastic 
and hypertrophic. A pectinotomy is done in one 
or more quadrants in all cases to bring about 
relaxation and promote healing. Small second- 
ary hemorrhoidal masses are then looked for and 
if found, are excised and sutured. One or more 
pledgets of “gelfoam” are then inserted in the 
anal area and a small gauze dressing, held in 
place with adhesive tape, is applied. 


The patient is then returned to his room, 
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given one-sixth grain of morphine and the foot 
of the bed elevated for twelve hours. Very 
little morphine further is necessary and usually 
small doses of aspirin and codeine are all that is 
needed. Liquid diet is given for the first two 
postoperative days and soft diet on the third. 
Mineral oil, ounces two, is given on the third 
night and a soap suds enema ordered for the 
following morning. The patient is up on the 
second day and leaves the hospital on the fourth. 
Hot saline packs are used while in the hospital 
and hot sitz baths advised when returning home. 


The procedure and technic described have re- 
sulted in uniform and gratifying results in this 
large series of cases and the following observa- 
tions are the reasons for its continued use. The 
average time of complete healing is twenty-one 
days and the discomfort associated with defe- 
cation usually subsides in nine days. Pain due 
to postoperative sphincteric spasm is prevented 
by the lack of trauma and suturing into the 
sphincter muscle, and the routine use of an anes- 
thetic oil relieves anal spasticity, promotes heal- 
ing, and decreases postoperative pain. Not one 
case of anal stenosis has occurred. This is due 
to the straight, longitudinal incisions which are 
made definitely in the long axis of the bowel by 
reason of the steady fixation of the scope, and 
also because sufficient mucosa remains between 
each incision. Likewise, because of the protec- 
tion of the sphincters, no cases of incontinence 
have occurred. Digital dilatations have been 
found to be unnecessary and delete a very pain- 
ful procedure. Postoperative bleeding is very 
infrequent and should not occur if meticulous 
surgery is done, as the operative field is com- 
pletely visible. The distinct visibility of un- 
distorted tissues allows for diagnosis and ex- 
cision of all pathologic anorectal tissue. There 
have been no known recurrences in this series 
and the postoperative care and discomfort have 
been definitely minimized. The use of the 
Fansler scope has been found to be of great 
value also in the surgical care of multiple cryp- 
titis, papillitis, fistulae, and in the undercutting 
procedure for chronic pruritis ani. 


In summary, the technic used and the results 
obtained in a series of two thousand hemorroid- 
ectomies have been reported. The technic is rapid 








and the results have been uniformly excellent 
both in the armed service and in private practice. 





DISCUSSION (Abstract) 


Dr. J. E. Linn, Birmingham, Ala—All proctologists 
are well aware of the excellent results obtained when 
one follows the Fansler technic for hemorrhoidectomies. 


It accomplishes the full requirements splendidly. I 
have not had any experience with the Fansler anoscope, 
as I use the Hirschman rectal retractor, and Pennington 
forceps, which also give adequate exposure. 


The pre- and postoperative care are essentially the same. 
I would like to add my hearty approval of preoperative 
preparation, including a good general history and physi- 
cal examination along with any indicated laboratory 
and x-ray work. We are all cognizant of the fact that 
cancer of the rectum and colon may exist along with 
hemorrhoids. After contrast barium enema was nega- 
tive in one of my patients, his prolapsing bleeding 
hemorrhoids were excised. When symptoms continued 
after three months, an x-ray of the colon was done 
again and a filling defect three inches long in the 
descending and upper sigmoid colon proved to be adeno- 
carcinoma, Grade III, which was probably present at 
the time the hemorrhoids were removed. 


As Dr. Elkins says, a low spinal is an excellent type 
of anesthesia for rectal work. However, there are two 
other excellent methods. They are (1) caudal anes- 
thesia, and (2) “pentothal” anesthesia. The first five 
years that I was in proctology with Dr. Cecil Gaston, 
we thought that caudal and transacral block was the 
only way that rectal surgery could be done. Then for 
the next five years I did practically all of my work 
under caudal anesthesia. During my four years in the 
Army, I used spinal anesthesia. It has been my experi- 
ence that many people request to go to sleep, so I 
decided to try “pentothal” anesthesia, which has proven 
to be highly satisfactory with both the patients and 
myself. For the past two years, I have performed over 
three hundred rectal operations under this anesthesia. 


In preoperative preparations when “pentothal” is 
used, we do not give barbiturates, but give morphine 
sulfate and atropine, sulfate forty-five minutes before 
the procedure begins. The mouth airway is inserted 
and oxygen is given during the operation. Before the 
operation is started, 10 cc. of “zylcaine” is injected 
perianally. At the conclusion of the operation the 
lungs are aerated with carbon dioxide and oxygen. The 
patient is usually awake by the time he leaves the 
operating room, or from fifteen to thirty minutes later. 


Dr. Alexander E. Rosenberg, Miami Beach, Fla— 
The use of sulfasuxidine to minimize postoperative 
gaseous distention, and possibly the local inflammatory 
reaction, is very helpful. 

The perirectal injection of an oil soluble anesthetic 
to reduce postoperative pain is a recognized procedure, 
which has many advocates. Nevertheless, the danger 
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of a complicating abscess or cellulitis is a very real one. 
It may be reduced if the oil is not pooled, by deposit- 
ing just a few minims in each area, before advancing 
the needle to its next site. There are a number of 
different products available, although no one appears 
to have a particular advantage over another. 


My own preference is “eucupin in oil” only be- 
cause of my long experience with it. The postoperative 
course is relatively free from pain, and considerably 
smoother, although it will not eliminate the use of 
morphine or “demerol” in the first 12 to 18 hours. 
The perirectal tissues, however, are subjected to some 
degree of injury. This is obvious from the echymosis 
which usually develops within 24 hours. I have always 
seen this phenomenon with the use of oil, and this 
leads me to believe that repeated puncture into the 
muscle and venous spaces produces trauma, although 
it has never proven to be of a particularly disturbing 
character. 


The technic described is well known to all rectal 
surgeons, but like all technics it is satisfactory only in 
the hands of those who have become expert in it. 
Any procedure which will accomplish complete re- 
moval of the hemorrhoidal tissue, leaving an intact and 
untouched sphincter, a maximum of elastic skin, with 
a minimum -of scar, is a satisfactory one. And to this 
end, the Fansler technic appears to possess all of these 
virtues. 


The use of an anoscope, particularly a slotted one, 
appears to me to have two disadvaniages. First, nor- 
mal mucosal tissue is bound to prolapse into the slot. 
It soon becomes engorged and takes on the appearance 
of hemorrhoidal tissue, although it is not. Secondly, a 
slotted instrument simply exposes a segment of the 
anorectal cylinder, in this case three-fourths of an 
inch, so that the surgeon loses his perspective of the 
entire ring, an absolute necessity if too much tissue is 
not to be removed. 


Incision of the sphincter is being adopted by more 
and more proctologists, apparently with satisfactory 
results. There are those of us, however, who are loathe 
to sacrifice muscle in any form or manner, unless it be 
the indurated, unelastic scarred posterior bar. 


Of particular interest to me is the approximation 
of the skin in all cases, without a single infection. 
Dr. Elkins has shown us by this large number of 
cases that suturing the skin presents no obstacle and, 
as a matter of fact, shortens the healing period to 21 
days. Since this is the case, the entire concept of 
drainage following hemorrhoidectomy needs modifica- 
tion. Equally novel is the elimination of all postopera- 
tive dilatation. This may prove a blessing to both 
patient and doctor. 


Dr. Elkins has shown by two thousand cases that, 
with this carefully performed procedure, there is a 
minimal degree of pain, no hemorrhage, no infection, 
a shorter period to healing, neither incontinence nor 
stenosis, and no dilatation during the convalescent 
stage. 
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LYMPHOGRANULOMA VENEREUM 
ASSOCIATED WITH SQUAMOUS 
CELL CARCINOMA* 


By Ropert L. Swink, M.D. 
Miami, Florida 


Following is a report of a case in which 
lymphogranuloma venereum and squamous cell 
carcinoma of the anus occurred simultaneously 
in one and the same lesion. 


D. E., 51 years old, a colored male longshoreman, 
was first seen in the Proctology Clinic of Jackson 
Memorial Hospital on March 9, 1948. He complained 
of a painful anal mass which caused him to strain 
during bowel movements; constipation and blood 
streaked stools. 

About three to four months prior to admission the 
patient noticed after straining for a bowel movement 
the passage of blood streaked stools accompanied with 
some pain. Following this, he noticed the presence of 
a protruding anal mass which was described as being 
“crab-apple” size. The mass disappeared from time to 
time. During the previous two to three weeks prior to 
admission the mass was constantly present, painful and 
exuded a purulent discharge. The present illness was 
accompanied by an eight to ten-pound weight loss, 
mild anorexia and weakness. 

The patient had always been well and healthy. He 
denied any other hospitalizations, operations, or serious 
illnesses. In the system review, positive findings were 
limited to genito-urinary tract. About thirty years 
before he had a penile lesion which disappeared spon- 
taneously without treatment. He said that 3-4 blood 
tests during the previous ten years had been “good.” 
He denies any sexual perversions. 


Positive physical findings included pallor of the con- 
junctivae. The abdomen showed no scars, hernia or 
masses; liver, kidney and spleen were not palpable. 
Bilateral inguinal lymphadenopathy consisted of sev- 
eral firm, discrete, non-tender nodes measuring approx- 
imately 2.5 to 3 cm. in diameter, without scars or sinus 
formation. No other adenopathy was noted. Neuro- 
logic examination was negative. Rectal examination 
revealed a 3.5 cm. in diameter tumor mass protruding 
from the anus, which appeared to be attached to the 
anal ring on a broad base. The surface was granulating 
and studded with purulent draining tracts. The sur- 
rounding gluteal tissue was macerated. Digital exami- 
nation revealed the anal orifice to be almost completely 
occluded by the mass. The rectal canal was uninvolved. 
Prostate gland was normal in size and consistency. 


The urine was negative; hemoglobin 61 per cent, 9.4 
grams; red count 3,690,000; white count 10,600 with 
"Received for publication September 13, 1948. 


“From the Department of Pathology, Jackson Memorial Hos- 
pital, Miami, Florida, Philipp R. Rezek, M.D., Director. 
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normal differential. The red cells showed marked hypo- 
chromia with anisocytosis and poikilocytosis. Nonpro- 
tein nitrogen was 33 mg. per cent; Kahn negative; 
total serum proteins 7.16 grams per cent; albumin 3.89 
grams; and globulin 3.27 grams. The Frei intradermal 
test (chick embryo origin) was positive, 6 mm. wheal 
in 36 hours; control negative. 

Was done March 17, 1948, and abdomiino-perineal 
resection March 29. The postoperative course was un- 
eventful. The patient was discharged April 14 with 
well functioning colostomy and a small draining sinus 
in the perineal area. May 7, there was essentially no 
change. August 24, 1948, he showed no weight loss, 
was well and healthy, the perineal area well healed, 
and the colostomy functioning well. 


Pathologic Report, Microscopic—The specimen con- 
sists grossly of a lymph node and piece of tissue. 
The lymph node measures about 1.5 x 2 x 0.5 cm. It 
is well encapsulated, soft in consistency, and the cut 
surface grayish white and medullary in aspect. The 
other piece of tissue is irregular in size, rather friable 
and grayish white in color. 

Microscopic Report, Lymph Node.— Under hemo- 
toxylin-eosin stain, the capsule is thickened and hyalin- 
ized and contains numerous collagenous fibers. The 
peripheral sinuses are partially empty and partially 
filled with exfoliated endothelial cells. The remainder 
of the cortex shows the architecture changed due to 
absence of follicles and germ centers. A diffuse cor- 
tical cellular infiltration is present consisting mainly of 
lymphocytes mixed with hugh mononuclear cells. The 
latter offer a honey-comb like cytoplasm. Apart from 
these elements a large number of plasma cells were 
found, proven by the application of methyl green 
pyronine stain. In several instances a pseudorosette 
formation around the vessels could be seen. The hilus 
of the gland shows an increase of connective tissue. 
There is no evidence of metastases or single tumor 
cells. 

The diagnosis suggested lymphogranuloma venereum. 

Biopsy of Anal Mass.— Under hemotoxylin-eosin 
stain, the stratum corneum of the epidermis offered 
only a thin layer of hyperkeratotic and parakeratotic 
material. In several areas, however, even this thin layer 
was absent. The stratum granulosum and germinativum 
were blended together and were very hyperplastic. Both 
were thinned in areas where the surface was ulcerated. 

The border of the stratum germinativum was irregu- 
larly outlined and pointed into the corium and in sev- 
eral instances into the subcutaneous tissue. The more 
one approached the outlining layer of the stratum 
germinativum, the more one became aware of restless- 
ness of cells. They differed in size, form, and staining 
qualities. Their nuclei and nucleoli became larger, and 
the nuclear cytoplasmic relation was in favor of the 
nucleus. Apart from polymorphia, moderate cell ana- 
plasia, numerous mitosis, and a few giant cells of blas- 
tomatous type, one encountered also numerous epithelial 
pearls. 


This carcinomatous infiltration was surrounded by 








inflammatory reaction, consisting mainly of lympho- 
cytes and large mononuclears mixed with a few 
polymorphonuclears. The ulcerated area mentioned 
is covered by fibrin, necrotic material, polymorpho- 
nuclears, and mononuclears. If one reached the deeper 
layers a perivascular infiltration became evident. Using 
methyl green pyronine stain, parts of this perivascular 
infiltration tonsisted of plasma cells, though the latter 
were not restricted to this particular area. A moderate 
number of phagocytes were observed, some containing 
hemosideric pigments. Here, as in the lymph node, 
the same type of mononuclear cells, honey-combed in 
appearance, were encountered. Numerous newly formed 
blood vessels were encountered. The intima of these 
showed a swelling of the endothelial cells. Azocar- 
mine stain revealed a large amount of newly formed 
connective tissue and collagenous fibers, which formed 
a dense network, the meshes of which were filled by 
the elements described above. The elastic fibers, charac- 
teristic of the corium, were reduced in number, proven 
by orcein stain. 


The diagnosis was squamous cell carcinoma of the 
anus, Grade I-II. The cellular reaction was compatible 
with lymphogranuloma venereum. 


Squamous cell carcinoma of the anus is a 
rather rare finding. It arises from anal epi- 
dermis, or by metaplasia, from the lower rectal 
mucosa. Ewing!’ quotes Funke, who observed 
that the frequency of this tumor among all 
rectal carcinomas is 3 to 4 per cent; he also 
quotes Quenu, who gives the frequency as about 
20 per cent. Ackerman and Regato,!? Bocan!8 
and Boehme and Hanson!* report the incidence 
to be between 3 and 5 per cent; however, Catell 
and Williams** and David and Loring?° feel that 
the incidence is lower than 2 per cent of all 
carcinoma of the rectum. 


Statistics are in agreement that cancer in gen- 
eral affects colored people less than it does the 
white races. For carcinoma of the rectum and 
anus, however, the rates for white women are 
considerably lower than for colored women at 
ages under 65 years. Lewis’ cites Fox as say- 
ing that epithelioma is 13.3 times more frequent 
in the white than in colored people. Hanzen, 
as cited by Lewis, saw 2,000 dermatologic cases 
in colored persons with no squamous or basal 
cell carcinoma. However, among 2,000 derma- 
tologic cases in white persons, he saw 30 in- 
stances of skin cancer. Welsh and Mooney*5 
report 40 cases of carcinoma of the rectum. In 
this group two were of the anus; one of these 
complicated by tuberculosis of colon and lung. 
They cite Raiford who reported a ratio of 8.1 
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frequency of carcinoma of the rectum, white 
to colored. 


It is not within the scope of this paper to 
discuss the pathogenesis, symptoms and path- 
ology of lymphogranuloma venereum, as the 
subject is thoroughly discussed by D’Aunoy and 
Von Haam,! Koteen,? Greenblatt and Wermer* 
and others.!0 12 13 31 32 36 


Only a few reported cases show squamous 
cell carcinoma of the anus occurring with lymph- 
ogranuloma venereum. 


Bernstein27 in 1935 reported a squamous cell carci- 
noma of the cervix arising from a lymphogranuloma. 
Liccione® published in 1936 a case of an adenocarcinoma 
of the rectum as a late complication of lymphogranu- 
loma venereum. Reeves?? in 1937 mentions the occur- 
rence of malignancy with lymphogranuloma. Pund, 
Greenblatt and Huie?6 in discussing the value of biopsy 
in diagnosis of venereal disease present two cases of 
this combination: one an epithelioma of the labia, the 
other epithelioma of the penis. David and Loring?0 
report two cases of squamous cell carcinoma, each of 
which had advanced lesions of lymphogranuloma vene- 
reum in the rectum. In 1940 Cardwell and Pund?5 
report three additional cases of carcinoma associated 
with venereal disease, one of these being carcinoma of 
the anus associated with lymphogranuloma venereum. 
In 1941, Barber and Murphy38 report a case of lympho- 
granuloma venereum associated with squamous carci- 
noma of the anus. Guzman29 in 1943 surveyed the 
literature on cancer associated with lymphogranuloma 
venereum. He reports that in the Institute of Radium 
of Santiago, from June 30, 1930, to June 30, 1940, 
12,546 patients with cancer and allied disease were 
seen. Among this entire number he found an associated 
lymphogranuloma only nine times. In eight of these 
cases the lesions involved the genitals or rectum and 
in one the floor of the mouth. In no instance was 
there a squamous cell carcinoma of the anus associated 
with lymphogranuloma. In 1945, Binkley and Derrick?8 
reviewed the records at Memorial Hospital, New York, 
and found 87 cases of squamous cell carcinoma of the 
anus. Nineteen of these patients were submitted to the 
Frei test. There were eight positive and eleven nega- 
tive reactions. Three positive reactions were found in 
colored women, but none in colored men. 


Several articles have been written on the role of 
lymphogranuloma venereum in cancer formation. 


In 1936, Liccione’ reports adenocarcinoma of the 
rectum as a late sequel of lymphogranuloma venereum. 
He suggests the possibility that malignancy may result 
from the chronic venereal irritation. Guzman?9 cites 
Martineau and Sequin as reporting in 1938 an example 
of carcinoma of the rectum arising from lymphogranu- 
loma venereum. In the same year Pund, Greenblatt 
and Huie?6 suggest a causal relationship between chronic 
venereal disease and cancer formation. David and Lor- 
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ing20 also propose such a view. Pund and Cardwell?5 
say there is some relationship between the two diseases. 


Genital malignancy may be coexisting with, 
simulated by, or a direct sequel to one of the 
venereal diseases. Epidermoid carcinoma of the 
vulva in a 24-year-old colored woman with 
lymphogranuloma venereum and syphilis serves 
to emphasize that (a) certain individuals pos- 
sess an epithelial integument that responds to 
a persistent irritating chronic inflammatory 
process, such as in lymphogranuloma venereum, 
so that carcinoma may readily follow: (b) 
genital malignancy may be clothed in the guise 
of a venereal disease and the diagnosis delayed 
or overlooked unless a biopsy is taken for study.? 
Greenblatt,* !! also mentions the association and 
confusion of the newer venereal diseases with 
neoplastic diseases. 


The case presented had a positive intradermal 
Frei test using an antigen (chick embryo origin). 
D’Aunoy and Von Haam‘ say the diagnostic 
error of the Frei test is less than 10 per cent 
on the basis of a two-year study of 1,697 exam- 
inations. The blood Kahn test was negative. 
This evidence plus the fact that the patient 
showed (1) no evidence of penile lesions or dis- 
charge, (2) hyperglobinemia, (3) histological 
and clinical evidence compatible with lympho- 
granuloma venereum led us to the diagnosis of 
this unusual pathologic combination. It is well 
to mention the fact that there is nowhere evi- 
dence in the literature that carcinoma per se 
results in a positive intradermal Frei test. 


SUMMARY 


(1) A case of lymphogranuloma venereum 
with a coexistent squamous cell carcinoma of 
the anus in the same lesion is presented. 

(2) A brief survey of the literature on this 
subject is given. 

(3) The views of Greenblatt, Liccione, David 
and Loring, Pund and Cardwell and Guzman 
on the role that chronic inflammation (especially 
lymphogranuloma venereum) plays in neoplastic 
disease is further substantiated. 

(4) The importance of the biopsy in chronic 
inflammations of venereal origin to rule out 
malignant change must not be overlooked. 
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THE MANAGEMENT OF VERTICAL 
HETEROPHORIA OF PARETIC ORIGIN* 


By Josepu L. Berc, M.D. 
Albany, Georgia 


One of the most fascinating problems of the 
refractionist is the correction of vertical hetero- 
phoria. Hyperphoria and hypophoria are over- 
looked much more often than errors of refrac- 
tion, usually because of failure to examine the 
muscle balance. The patient who has received 
a correction not only for his error of refraction 
but also for his muscle imbalance is always 
most grateful. 

The symptoms of vertical heterophoria vary 
to extremes. Some patients may only show 
mild drowsiness after an hour or so of close 
work or complain only of mild asthenopic symp- 
toms, while others may have marked blepharo- 
spasm and even a chronic blepharitis along with 
a mild hyperemia of conjunctiva. There are 
patients who have a head tilt, though it will 
not be as marked as seen in patients with a 
vertical heterotropia. 

In 1912, Hansell and Reber! conducted a 
study of the age incidence of vertical hetero- 
phoria and found that 33 per cent of all cases 
of this type occur under thirty years of age and 
67 per cent occur over thirty years of age. The 
reasons for this irregularity in age distribution 
is not known. 

Bielschowsky? mentions four types of vertical 
heterophoria. One he calls true hyperphoria in 
which the vertical deviation is about the same 
in the whole field of fixation but is not attrib- 
uted to anomalous function of certain vertical 
muscles. The second is alternating vertical 
hyperphoria in which each eye when covered 
moves upward or one eye is deviated first up- 
ward when covered, then downward when cov- 
ered though the position of the fixing eye re- 





_*Read in General Clinical Session, Southern Medical Associa- 
=. Forty-Second Annual Meeting, Miami, Florida, October 
-28, 1948. 


SOUTHERN MEDICAL JOURNAL 





March 1949 


mains the same. The third group in his classj- 
fication of vertical heterophoria is that charac- 
terized by actual paresis of one of the elevators 
or depressors of the eye. The fourth group of 
Bielschowsky are those vertical heterophorias 
that show no deviation in the primary position 
or possibly only a small amount, yet marked 
upward deviation arises when looking either 
right or left. 


The first two of these groups of vertical 
heterophoria are not adaptable to optical cor- 
rection but are more properly treated by the 
orthoptic technician. The prognosis here is not 
good. The third group, those vertical hetero- 
phorias of paretic origin, are generally respon- 
sive to prismatic correction. White classified 
98 per cent of all vertical heterophoria on a 
paretic basis and Scobee® is in agreement with 
this figure. 


Bielschowsky’s fourth group, those cases in 
which there is no vertical heterophoria in the 
primary’ position but only on looking to the 
extreme right or left, may very well be explained 
by Scobee’s following statement and not be 
classed as a heterophoria. According to Scobee, 


“The speed with which a muscle point of insertion will 
move is proportional to the length of the muscle. The 
inferior oblique is longer (37 mm.) than the affective 
portion of the superior oblique (20 mm.) and the 
additional fact that the insertion of the inferior oblique 
is such that the arc of contact is longer than that of 
the superior oblique means that, with the same amount 
of contraction, the inferior oblique will produce greater 
vertical displacement, that is, elevation, than will the 
superior oblique, that is depression. It also follows 
that, in maximum adduction of either eye, the inferior 
oblique is a better elevator than the superior oblique 
is a depressor; this is because the inferior oblique makes 
a smaller angle with the visual axis than the superior 
oblique by about five degrees. This supplies an expla- 
nation for an oft-noted phenomenon in apparently nor- 
mal patients—with eyes in extreme dextroversion, the 
left eye will be seen to shift slightly while in the eyes 
in extreme levoversion the right eye will be seen to 
upshoot slightly. No diplopia occurs despite the up- 
shoot, however, because in extreme lateroversion the 
object of fixation is hidden from the adducted eye by 
the bridge of the nose.” 


The clinical management presented in this 
essay is relevant only to those vertical hetero- 
phorias that may be said to be on a paretic 
basis. 

The first step in dealing with any vertical 
heterophoria is an accurate refraction under 
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cycloplegia. Thorough testing of the lateral, 
vertical, and rotary muscle balance along with 
prism vergence studies should be done during 
the preliminary manifest and post-cycloplegic 
examinations. 

Scobee* says that 


“Careful examination will almost invariably elicit a 
difference between hyperphoria measurements at the 
reading distance and at twenty feet.” 


He further emphasizes that 

“Any measurement of heterophoria made at infinity 
is made with the eyes in the primary position, that is, 
looking straight ahead, while any heterophoria meas- 
urement at near must be made with the eyes in the 
reading position, that is, depressed and converged.” 

In general this statement holds true for most 
cases. 

In studying the muscle balance, measurements 
of the vertical deviation are taken both at 
twenty feet and at thirteen inches, the normal 
reading distance. The measurements are made 
first with the right eye fixing, then with the 
left eye fixing. The fixing eye is the eye which 
is not covered by Maddox rod. It is most im- 
portant that the measurements at thirteen 
inches be taken with the eyes depressed in 
the reading position and therefore in the pri- 
mary field of action of the oblique muscles. 
The measurements at twenty feet should be 
made with the eyes in the primary position 
and in the field of action of the vertical recti. 
All four measurements are carefully made. The 
Risley rotary prism is recommended because it 
is smooth in action and fractions of prism diop- 
ters may be recorded with it.. Measurements 
in these positions detect both primary and sec- 
ondary deviation. Scobee* points out that when 
vertical phoria is greater at the reading posi- 
tio than at twenty feet the obliques are in- 
volved and when it is greater at twenty feet 
than at reading distance, the vertical recti are 
involved. He further shows that a knowledge 
of the measurements taken in the four positions 
combined with a knowledge of the fixing eye 
when the greatest deviation is elicited, enables 
us easily to identify the paretic muscle. The 
eye fixing when the greatest deviation is meas- 
ured is the eye with the paretic muscle and if 
the eye was in the primary position, a vertical 
rectus is paretic; and if in the reading position, 
an oblique paretic. 
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When, in our clinical judgment, the refrac- 
tive error of the eye is too small to cause symp- 
toms, and the patient is definitely uncomforta- 
ble; or, if the patient has an anisometropia 
which has been corrected, and still complains 
bitterly, we owe it to the patient to try repeat- 
edly to elicit latent vertical heterophoria. If 
the amount of vertical heterophoria is less than 
one prism diopter and the patient has had 
marked asthenopic or other ocular symptoms, 
a prolonged occlusion test is in order. Marlowe* 
has pointed out the value of the prolonged 
occlusion test for eliciting latent vertical hetero- 
phoria.* He draws this analogy: hypermetropia 
has both a manifest and latent phase. Often 
when the hypermetropia is great, because of 
continuous and marked ciliary action, only a 
small amount of the latent hypermetropia may 
be elicited and cycloplegia is required before 
correction may be determined. Similarly, a 
manifest heterophoria may be detected at once 
by prisms, whereas if one eye is occluded for 
a long period of time, a latent hyperphoria will 
become manifest to the extent that it may be 
measured. 

Marlowe‘ says: 

“Although the prolonged occlusion test for heterophoria, 
and the cycloplegic test for ametropia are not exactly 


analogous, the difference between them is not so great 
as at first thought appears to be the case. 

“In each case we have muscle action, resulting from 
a nerve impulse originating in a nerve center. In the 
one case the impulse arises from a reflex the purpose 
of which is to effect clear vision; in the other, from 
a reflex whose purpose is to effect single vision. In the 
former case the impulse arises and is stopped by the 
action of the cycloplegic at the nerve endings in the 
muscle. In the latter the conditions which start the 
reflex action are absent and consequently no impulse 
arises in the center; or, to put it briefly, in cycloplegia 
no impulse reaches the muscle because it is stopped at 
the nerve endings; in the prolonged occlusion test no 
impulse reaches the muscle because none originates in 
the center for fusion.” 


The statement that no impulse originates in 
the center for fusion is probably inaccurate in 
degree. Bielschowsky has pointed out that it is 
unlikely that the fusion reflex is entirely abol- 
ished.? Clinical results, however, indicate that 
the impulse to fuse is certainly diminished when 
occlusion is used. 

Marlowe‘ presents in his monograph 700 cases 
of heterophoria which were occluded from one 
to twenty-seven days and he found that, in gen- 








eral, the heterophoria did not increase after 
seven days occlusion. In order to maintain 
the cooperation of the patient the author has 
found that a two-day occlusion test is most 
practical. The reason for this is that, although 
the patient’s symptoms may be alleviated by 
monocular occlusion, nevertheless, wearing of a 
bandage is somewhat uncomfortable and cer- 
tainly annoying to the patient. The author has 
found his clinical results to be satisfactory with 
this length of occlusion. 


When the eyes are forcibly innervated to 
close there occurs even in normal individuals 
a sharp upward and outward movement of the 
eyeball. This is generally known as Bell’s phe- 
nomenon.’ ® The theory that Bell’s phenomenon 
occurs during prolonged occlusion is probably 
incorrect.’ The occlusion used in conducting 
Marlowe’s test is not forcible closure of the eye- 
lids. It is interesting that Hall found that of 
1,250 individuals whose eyelids were forcibly 
closed 90 per cent turned their eyes upward, 10 
per cent did not. 


Walsh® differs from the general belief that 
Bell’s phenomenon occurs in sleep. He says: 


“During sleep, closure of the eyelids is due to a tonic 
contraction of the orbicularis with which there is an 
associated inhibition of the levator (Hall). Probably 
there also is loss of tone in the smooth muscle of the 
lids. It is commonly stated that the eyeballs are turned 
up during sleep, but Hall observed that the position of 
the eyes is not constant. He did not consider any posi- 
tion characteristic but thought that probably the eyes 
are usually directed slightly upward, and in a minority 
are turned downward. In infants who do not have 
binocular vision, there occasionally is skew deviation. 
. . . Surford described rhythmic movements of the eye- 
balls from side to side during the early stages of sleep. 
These movements disappear as sleep becomes sound, 
and the eyeballs often are motionless and eccentrically 
placed when the eyelids of a sleeping individual are first 
raised. The movements during the early stages of sleep 
are similar to those observed during the induction 
stage of anesthesia. Either during light sleep or early 
stages of anesthesia, the movements of the globes are 
not necessarily continuous and they may be disassoci- 
ated, and one eyeball may remain steady or one may 
move upward or downward while the other moves 
laterally. These movements are of course involuntary 
and they are regular thereby differing from voluntary 
movements which consist of a series of rapid jerks or 
fixations. There is a further difference, namely that 
in anesthesia and in sleep the eyes assume positions 
that cannot be voluntarily obtained.” 


Therefore there seems to be strong evidence 
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that what we call Bell’s phenomenon is an up- 
turning of the eyes due to resistance of the indj- 
vidual to closure of the lids. In the occlusion 
test an eye patch is used with ordinary adhesive 
tape, the pressure, though small, is enough to 
keep the lid down without positive or negative 
innervations on the part of the patient and 
there is no forcible closure of a lid against the 
resistance of the patient. 


In the prolonged occlusion test the retinal 
stimuli are interrupted, and the fusion reflex, 
constantly stimulating the ocular rotary mus- 
cles to maintain binocular single vision, is dimin- 
ished. When one muscle is weaker than the 
others there has been an habitual increase in 
tone for months or years of all the ocular rotary 
muscles if we interpret muscle action according 
to Hering’s and Sherington’s laws. Therefore, 
it may be too much to expect the ocular rotary 
muscles to assume a position of rest with mini- 
mal innervation immediately upon the abolition 
of fusion. 


An example of this would be as follows: 
assume the left superior rectus is a weaker 
muscle than the other ocular rotary muscles, 
and that the left eye is the fixing eye; yet, 
in spite of the weakness of this one muscle the 
ocular rotary muscle balance is maintained 
so that single binocular vision continues. An 
increased innervation is required by the left 
superior rectus to enable it to do its job. Be- 
cause of Hering’s law this increased innerva- 
tion is transmitted to the right inferior oblique. 
Because of the overaction of the right inferior 
oblique and increased impulse sent to its direct 
antagonist the right superior oblique to main- 
tain the balance of power in the right side. 
According to Hering’s law an increased inner- 
vation arises going to the left inferior rectus, 
the antagonist of the originally weak muscle. 
This would leave us where we started were it 
not for Sherington’s law. Sherington’s law says 
that when one of the ocular rotary muscles 
receives an innervation to contract its direct 
antagonist will receive a simultaneous innerva- 
tion to relax. Therefore, the negative innerva- 
tion to the left inferior rectus caused by the 
original increased impulse to the left superior 
rectus cancels out the increased innervation 
there arising as a result of the increased inner- 
vation of the right superior oblique thereby 
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stopping the cycle, and maintaining ocular bal- 
ance and single binocular vision. 

Assume the same muscle, the left superior 
rectus, is weak, and the right eye is now the 
fixing eye. A normal innervation now goes to 
the left superior rectus and this is not strong 
enough to allow it to keep up with the other 
muscles which are responding in a normal way. 
In order to keep binocular balance an increased 
innervation must go to the weak muscle. Her- 
ing’s law requires that the yoke muscle, the 
right inferior oblique, receive this same increase 
in innervation. To prevent the right inferior 
oblique from overacting an impulse must go to 
the right superior oblique. This impulse is of 
the same strength originally required by the 
left superior rectus to enable it to do a normal 
amount of work. According to Hering’s law 
an equal impulse goes to the right inferior 
rectus but this is cancelled out by an equal 
amount of relaxation which is sent to the left 
inferior rectus by the original increased inner- 
vation required by the paretic left superior 
rectus. 

When one considers that these increased inner- 
vations go on day after day and month after 
month one might suspect an innervational in- 
ertia which prevents maximal relaxation to take 
place immediately upon the disruption of fusion. 

The deviation which should be corrected is 
that which is manifest with the dominant eye 
fixing, therefore, the non-dominant eye is select- 
ed for monocular occlusion. The reason for this 
is obvious if one remembers the principles of 
primary and secondary deviation. It has been 
recommended that the eyes be alternately oc- 
cluded with a comparison of the results before 
deciding on the final prescription.? Perhaps 
this is not necessary if the habitually non-fixing 
eye is occluded because it is an estimation of 
this measurement that is clinically practical. 
The procedure of prolonged occlusion used is as 
follows: The patient is occluded in the office 
with a firm patch over the non-dominant eye 
and directed to return in two days. He is 
directed not to maneuver in any way that will 
allow him to use the occluded eye and under 
no circumstances short of emergency, to remove 
the bandage. 

At the end of two days when the patient 
returns to the office he is placed properly in 
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the chair and directed to close his eyes. The 
patch is removed and while the patient’s eyes 
are still closed a vertical Maddox rod is placed 
before the non-dominant eye and a Risley prism 
is placed before the dominant eye. The patient 
is instructed what he will see when he opens 
his eyes by recalling to him the previous muscle 
testing procedure. He is then directed to open 
his eyes and the usual Maddox rod test is 
quickly done. At this time he is directed to 
close his eyes again and the prism and the 
Maddox rod and prism are interchanged. The 
patient is then instructed to open his eyes and 
the test is repeated. The patient is again in- 
structed to close his eyes and the trial frame 
or phorometer is angled toward the reading 
position and a small May ophthalmoscopic bulb 
with the light on is held in the reading position. 
The patient is then instructed to open his eyes 
and the vertical imbalance for the reading posi- 
tion is taken. The Maddox rod and prism are 
again interchanged and the test is repeated. 

These tests must be rapidly accomplished. 
Oftentimes if one rechecks his findings in a 
period of minutes following the removal of the 
occluder or patch, they will be found to be re- 
duced and upon repeating them a third time 
they will be found to be reduced still more 
until finally a stabilization point is reached 
behind the Maddox rod. The first measure- 
ment is the measurement that is clinically ap- 
plicable. The reason for this reduction of hetero- 
phoria as shown by repeated examinations may 
be that, although fusion is theoretically broken 
by the use of the Maddox rod, the breakage is 
not complete. There is apparently a consid- 
erable residual impulse toward fusion which 
grows stronger as the patient reacts to stimuli 
on both retinae regardless of the fact that they 
are dissimilar. 


The amount of prism to be prescribed for 
the individual is subject to several considera- 
tions. First, the amount of vertical deviation 
for distance and vertical deviation for near 
should be compared. If there is a considerable 
difference, and very frequently this is the case, 
one must compromise. For example, if the pa- 
tient has one prism diopter hyperphoria at 13 
inches and two prism diopters hyperphoria at 
infinity, the greatest amount here should not 
be given, the reason for this being that the 
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patient’s eyes are directed downward in the 
working position. A great portion of the time 
overcorrecting one prism diopter for near would 
almost surely cause a recurrence of symptoms. 
Clinical judgment should be exercised. In this 
case, it is likely that the patient will be com- 
fortable with one prism diopter given for con- 
stant use. On the other hand, if the patient 
manifests two prism diopters for 13 inches and 
one prism diopter for 20 feet, the full two prism 
diopters should be given. The prism prescribed 
is based on the amount of vertical heterophoria 
elicited with the normally dominant eye fixing. 
If the reasoning of Scobee and White is fol- 
lowed and these cases of vertical heterophoria 
are considered paretic in origin, and certainly 
a difference in measurement of the four posi- 
tions would indicate this, the following con- 
clusion may be drawn. The case of hyperphoria 
due to paresis of the left superior rectus (in 
which the left eye is dominant and secondary 
deviation is occurring because of overaction of 
the right inferior oblique) should theoretically 
be corrected by a prism given base down over 
the right eye. In practice this is what the 
author does. However, the prism may be given 
either base up over the right eye or base down 
over the other eye with equal effect. 


Before prescribing the correcting prisms the 
optical aspect of the sphero-cylindrical prescrip- 
tion should be closely studied. Often in aniso- 
metropia a prism effect will be induced by spec- 
tacles. This optical phenomenon should not 
require explanation here. 

Having determined the total latent vertical 
imbalance, the dominant eye, and the optical 
effect of the sphero-cylindrical correction, the 
proper correction is easy to prescribe. 
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CURRENT PROBLEMS IN MEDICAL 
EDUCATION* 


By Donatp G. ANDERSON, M.D.? 
Chicago, Illinois 


In common with all forms of education, medi- 
cal education is today the subject of critical 
re-examination. This is highly desirable since it 
is well known that medical education in this 
country has thrived on criticism. It is also 
recognized that the most severe and at the same 
time the most effective criticism has come from 
those actively engaged in the training of physi- 
cians. It was in keeping with this tradition 
that the Council on Medical Education and 
Hospitals and the Association of American 
Medical Colleges determined last year to spon- 
sor a thorough re-evaluation of medical educa- 
tion in the light of present needs. 


During the past year these two bodies have 
been preparing the groundwork for a compre- 
hensive survey. The preparations are now com- 
plete and the actual survey will be initiated 
very shortly. The purpose of this survey will 
be to study medical education in its broadest 
aspects, to point out deficiencies in our present 
program, to define the major problems that con- 
front medical education and to make recom- 
mendations for their solution. As with previous 
surveys, it is expected that stress will be placed 
on shortcomings rather than on accomplish- 
ments since such an approach contributes most 
to further advances. However, an important 
objective of the present survey will be to inform 
the public better concerning the activities of our 
medical schools. This is particularly important 
at this time. With its growing interest in all 
matters related to medicine, the public must be 
given a clear understanding of the basic prin- 
ciples and problems of medical education. 


It has been felt that a satisfactory study will 
require three years to complete and that it 
should include consultation with authorities in 
each of the many fields that bear on medical 
education. 





*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 
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ican Medical Association. 
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To gain perspective in the consideration of 
current problems, I have thought that it would 
be of interest to try to forecast some of the 
changes that the new survey will reveal to 
have taken place in medical education since the 
last complete survey almost fifteen years ago. 

Because the question of the financial support 
of medical schools looms large in all discussions 
of medical education today, we might begin by 
measuring the progress that has been made in 
this area. Fifteen years ago the budgets of the 
medical schools totalled $23,000,000. For the 
present academic year they total $51,000,000. 
This figure does not include an additional $20,- 
000,000 that the schools are receiving in the 
form of grants for research and special teaching 
projects. While comparable figures are not 
available, it would be safe to estimate that 
fifteen years ago the schools were receiving for 
such purposes not more than three or four mil- 
lion dollars, if as much. 

During the same interval the hospitals affili- 
ated with medical schools have greatly increased 
their contributions to undergraduate medical 
education. If the dollar value of such develop- 
ments by teaching hospitals as expanded labora- 
tories, increased numbers of full-time staff mem- 
bers and increased numbers of residents and 
interns should be computed, it would be found 
that still another several million dollars had 
been added to the total annual expenditure for 
medical education. 

It will undoubtedly be found that during the 
same period many of the medical schools have 
made important additions to their physical facili- 
ties and a few have even replaced their plants 
entirely with new buildings. A very incomplete 
check of the schools reveals that during the last 
twelve months at least ten million dollars has 
been raised from private sources for the further 
development of existing medical schools not 
including the construction or expansion of hos- 
pitals. 

Thus on the material side it is apparent that 
the new survey will show that great progress 
has been made and that medical education is 
better supported today in most schools than it 
has ever been before. With a few exceptions, 
this observation will hold even when proper 
allowance is made for the decreased purchasing 
power of the dollar. 
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It will undoubtedly be found that improved 
support has been reflected in much more ade- 
quate staffing of the schools both from the 
point of view of the number and the quality of 
instructors. No school today would attempt to 
staff a preclinical department with only one 
full-time instructor. Fifteen years ago a num- 
ber of schools did, and a few even fell short of 
this goal. Even more striking will be the finding 
with respect to the increase in salaried instruc- 
tors in the clinical departments. Whereas, at 
the time of the last survey many of the schools 
had no full-time clinical instructors, today there 
are relatively few schools that have not a nucleus 
of instructors serving on an academic basis in all 
major clinical departments. 

While no statistics are available, it is clear 
that research is being conducted much more 
extensively now than fifteen years ago and there 
is general acceptance of the principle that no 
department, either preclinical or clinical, can be 
considered satisfactory that is not conducting 
scientific investigation. 

The survey will certainly reveal that in the 
past fifteen years notable advances in the organ- 
ization of the curriculum and in the conduct of 
teaching have been achieved. It is not possible 
to review this development in detail. A few 
examples must suffice to indicate the nature 
of the trends. During the interval in question, 
there has been a progressive decrease in the 
hours devoted to classroom teaching in the 
third and fourth years in favor of supervised 
clinical experience. While the value of clinical 
clerkships had been established much earlier, a 
number of schools had still not instituted satis- 
factory clerkship teaching at the time of the 
last survey. This deficiency will be found to 
have been largely corrected and further improve- 
ments and refinements in clerkship teaching will 
be reported for almost every school. 

The treatment of many individual subjects 
will be found to have undergone significant 
changes. The most striking changes perhaps 
have been in psychiatry, physiology, and the 
teaching of medicine and surgery. The whole 
pattern of psychiatric teaching has been altered 
with primary emphasis now being placed on the 
psychiatric problems commonly encountered in 
the practice of medicine rather than on the 
psychoses. In physiology, human physiology is 
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receiving increasing attention both in lecture 
and laboratory courses, and a similar trend is 
being observed in pharmacology. In the teach- 
ing of medicine and surgery more and more 
emphasis is being placed on an understanding 
of the physiological and biochemical alterations 
in disease. 

In the more general field of curriculum plan- 
ning, the survey will certainly report that the 
concept of integration and coordination of the 
various subjects in the medical curriculum is 
being discussed with increasing vigor. While 
still largely in the stage of discussion, this con- 
cept will undoubtedly have a significant influ- 
ence on the conduct of medical education in 
the years ahead. 

These are only a few of the highlights of the 
changes that will be found to have taken place. 
It is to be expected that uniform progress will 
not be noted for all schools nor will it be found 
that all deficiencies present fifteen years ago 
have been corrected. However, we may assume 
without fear of contradiction that the survey 
will reveal that whatever its shortcomings medi- 
cal education has not been static, that it has 
made important progress and that in the United 
States it is today at the highest point of de- 
velopment that has been reached at any time 
or in any part of the world. 

May I direct attention to the fact that these 
advances have been accomplished in a period 
which was largely occupied by a great depression 
and a world war. The difficulties that have con- 
fronted us in the postwar era, including short- 
ages of teachers, shortages of equipment and 
supplies and particularly the problems arising 
from inflation have been serious and disquieting, 
but can we claim that the outlook today is any 
more discouraging or uncertain than it was fif- 
teen years ago? 

The survey will undoutedly reveal that many 
unsolved problems remain to challenge us. Not- 
withstanding the present relatively large budgets, 
adequate financial support to stabilize existing 
programs and to permit the schools to under- 
take important new developments is a problem 
which is causing everyone concern. There is 
danger that preoccupation with this problem 
may lead us to a state of mind in which it is 
believed that money is the only element needed 
to achieve ultimate perfection in medical educa- 


SOUTHERN MEDICAL JOURNAL 





March 1949 


tion. It is well to remind ourselves occasionally 
that doubling or trebling the budgets of the 
medical schools would not double or treble the 
quality of medical education or medical care. 
It is important, therefore, that in our present 
eagerness to obtain additional funds, we look 
closely at the price we must pay for these funds. 
If the price is the surrendering of medical edu- 
cation to the control of hands other than those 
of medical educators, it is too high even though 
it may purchase bigger and better buildings, 
bigger and better laboratories and bigger and 
better payrolls. 


There is no question that the schools have a 
real need for additional funds. The possibility 
that these funds can be obtained from local and 
private sources is far from exhausted. On the 
contrary, the medical schools have not yet begun 
to explain their needs to the public. To do so 
will require time, effort and funds, but if the 
freedom and independence of the medical schools 
is worth anything, and most medical educators 
seem to feel it is worth a great deal, then it is 
worth working and fighting for. Furthermore, 
it would seem better to work and fight for this 
freedom before it is lost than afterwards. 


The question of increasing the production of 
physicians hinges directly on the question of 
financial support since present facilities for med- 
ical education are being taxed to capacity and 
an increase in the production of physicians can 
be accomplished only by providing additional 
facilities. It seems reasonable to believe that an 
increase in the production of physicians in the 
years ahead will be desirable, although we have 
a right to be highly skeptical about some of the 
ominous warnings that have been issued that we 
face a critical shortage of physicians in another 
twelve years unless we immediately double the 
enrollments in our medical schools. From the 
interest that is being shown in different parts 
of the country in the establishment of new medi- 
cal schools and in the expansion of existing 
schools, there is every reason to believe that 
there will be a progressive increase in the pro- 
duction of physicians. 

A problem that will always be an important 
one for medical education is the selection of 
personnel, both students and faculty. The prob- 
lem of developing criteria for the better selection 
of students is being attacked with persistence 
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by the Committee on Personnel Practices of the 
Association of American Medical Colleges, and 
it may be hoped that further progress will be 
made in developing technics for determining 
which students really have the capacity and 
motivation for the study of medicine. A few 
years ago twenty-five per cent of all students 
admitted to medical school failed to graduate. 
Today the figure is nearer to fifteen per cent, 
the lowest attrition rate for any form of pro- 
fessional training, but a figure that can still be 
improved upon. 

Closely related to the selection of students is 
the problem of premedical education. It is gen- 
erally recognized that there has been insuffi- 
cient give and take between the medical schools 
and the colleges on this problem. The medical 
schools almost without exception are asking for 
students who have had a broad educational 
background, but they have not made this clear 
to the colleges. The colleges apparently are not 
aware or are unable to convince their students 
that the medical schools are more concerned 
with the quality than the quantity of an appli- 
cant’s work in scientific courses. Again, the 
Association of American Medical Colleges is 
taking steps to remedy this situation by estab- 
lishing a closer liaison with the premedical 
advisers. 

No one, so far as I know, is working on a 
technic for the better selection of faculty mem- 
bers. It might be suggested, however, that an 
important qualification for a prospective teacher 
today is his ability to view his subject broadly 
in its relation to medical education and his 
willingness to cooperate with other departments. 
Here lies the most certain way to effective co- 
ordination and integration in medical education. 
It cannot be achieved by dictum or by schedul- 
ing. It can only be achieved by assembling a 
faculty that appreciates its value and that is 
willing to work for it regardless of the schedule. 

The need for continually adapting the curric- 
ulum to meet changing conditions and concepts 
of medical science and medical practice is a 
problem that is ever fresh although far from 
new. Among the new subjects for which an 
adequate place will have to be found in the 
curriculum, the medical aspect of atomic energy 
is one of the most important. It would seem 
essential that all medical schools without delay 
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arrange courses providing for instruction in the 
fundamentals of this subject, including the clin- 
ical management of casualties resulting from 
the release of nuclear energy and the applica- 
tion of nuclear energy to medical research and 
medical practice. 

Another subject that must command increas- 
ing attention is rehabilitation. No medical stu- 
dent should be allowed to graduate today with- 
out a full appreciation of the tremendous possi- 
bilities that have recently been revealed for sal- 
vaging patients with all varieties of infirmities 
and disabilities. Closely related to this subject 
is the whole problem of chronic disease and its 
management which has received insufficient 
attention to date. 

The effects of social and environmental influ- 
ences on the patient are certain to receive more 
attention since their force cannot be ignored in 
any scheme which aims at training the student 
to consider the patient as a whole, a concept 
which must gain complete acceptance if physi- 
cians are to satisfy the demands of their patients. 


Medical economics, in its broadest sense, is 
another subject which must receive skillful and 
expert attention in the undergraduate curricu- 
lum if the physician is to escape from the cloak 
of ignorance which now fetters him in his at- 
tempts to grapple with the problem. 


A problem which is recognized but awaits a 
satisfactory solution is how to bring the teach- 
ing of preventive medicine into sharper focus. 
It is possible that the answer may be found in 
the appointment of an instructor or group of 
instructors to coordinate the teaching of pre- 
ventive medicine throughout the curriculum, 
similar to the experiment now being carried 
out with the teaching of cancer. 


It will be recognized that the problems that 
have been listed are only a few fragments of 
the much larger problem of developing a cur- 
riculum which devotes adequate time and atten- 
tion to fundamental subjects both new and old, 
which eliminates the unimportant or the too 
specialized and which is arranged with order 
and balance. Long after our financial worries 
have been laid to rest, this problem will chal- 
lenge and elude us. 


Improvements in teaching technics is a sub- 
ject which has not received much formal notice 
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among medical educators. Possibly the current 
interest in motion pictures and other visual aids 
will stimulate more activity in the field of experi- 
ments in teaching. It must be admitted that in 
the past the efforts of the accrediting agencies 
to improve the quality of medical education by 
establishing specific standards have tended to 
discourage experimentation in the teaching of 
medicine. However, the accrediting bodies have 
for a number of years given their assurance to 
the schools that experiments by responsible 
groups would not endanger the standing of a 
school. Carefully planned experiments and more 
attention to those that have already been under- 
taken are urgently needed. 

It is to be hoped that more medical schools 
will make serious efforts to counsel their stu- 
dents with respect to their future careers. This 
is a difficult undertaking. Those to whom this 
responsibility is entrusted must not only know 
the individual student’s capacities but must 
also be well informed concerning existing condi- 
tions in the various fields of medicine and must 
possess not a little ability to predict conditions 
as they will be twenty years or more in the 
future. 

Unless the medical schools can devise some 
way of encouraging their students to distribute 
themselves equably in relation to the needs of 
the country, both in terms of geography and 
fields of practice, the public is certain to con- 
sider the schools remiss in discharging what is 
after all their primary purpose for existing, 
namely the training of men who will provide 
the country with the medical care that it needs 
for its continuing welfare and happiness. 

I have no good suggestion as to how this 
problem should be approached, except that I 
doubt that we can leave it so entirely to chance 
as we have up to now. Certainly, none of us 
wants to see the schools attempt to dictate to the 
students their choice of a career. However, it 
would seem reasonable that the schools should 
develop definite programs for discussing with 
each class the careers that are open in medi- 
cine, the general outlook in each field, and the 
needs in different fields. Supplemented by per- 
sonal conferences, such an approach might at 
least start us on the solution of this problem. 

In conclusion, we should consider a problem 
which is certain to become of increasing impor- 
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tance to medical education. It may safely be 
predicted that in the years ahead, the medical 
schools will be called upon to provide more 
and more leadership in all matters pertaining 
to medicine. Such demands will result inevitably 
from the position that medical schools are com- 
ing to occupy as the dynamic forces in the medi- 
cal centers that are being created throughout 
the country. Developments are mounting on 
every hand which demonstrates this trend. Med- 
ical schools are being called on to provide lead- 
ership in regional plans for hospital organiza- 
tion, for graduate and postgraduate training, 
for coordinated research programs, for public 
health activities and for medical care. These 
are heavy responsibilities to add to those that 
the schools have traditionally carried. It is ob- 
vious that the schools cannot support such ac- 
tivities within their own budgets, nor should 
they be asked to do so. Additional funds, pref- 
erably supplied by those who benefit from these 
activities, must be forthcoming and forthcoming 
in such a way as not to hamper or embarrass 
the schools in the conduct of their basic pro- 
grams of undergraduate education. The schools 
can contribute wise leadership and direction to 
these movements. Others must contribute the 
funds. 





DISCUSSION (Abstract) 


Dr. Vernon Lippard, New Orleans, La.—Few of us 
realize what a crucial point we may have reached in 
medical education. It is quite possible that within the 
next five years we shall recognize changes almost as 
momentous as those which were adopted after the 
Flexner report some thirty-five years ago. 

Recent meetings of medical educators sounded to me 
like meetings of accountants. The principal topic was 
finance, and the greatest concern seems to be money. 
There is no way of getting around the fact that many 
of our schools are not doing an adequate job for 
purely financial reasons. They are loaded with more 
students than their budgets permit or they are not 
being provided with the tools which are essential for 
their work. 

Particularly significant is the fact that budgets in 
medical schools have increased, as Dr. Anderson has 
said, from $23,000,000 to $51,000,000 over the last fif- 
teen years. Any school which has not had an increase 
in its budget in that general proportion may look very 
seriously at its future. However, I think it is important 
to emphasize that money will not solve all of our 
problems. 

Both Dr. Brown and Dr. Anderson touched upon 
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the question of governmental support of medical educa- 
tion, of which we are all very much aware. There 
are dangers in the earmarking of many of the funds 
which are available for medical education from both 
governmental and private agencies. Because we all 
need money, we have welcomed funds for teaching in 
cancer and in mental disease. More recently there is 
a possibility that funds will be available for teaching 
in cardiovascular disease. The American Academy of 
Pediatrics is beating the drum for governmental support 
of teaching in the field of diseases of children. 

The majority of schools can use effectively the money 
which is coming from, those sources. We need it, but 
on a less restricted basis. If the sum available for 
teaching cancer plus heart disease plus pediatrics plus 
psychiatry were given to each medical school as an 
outright grant, to be used in its educational program 
where it could be used to greatest advantage and at 
the discretion of its faculty, more could be accom- 
plished than if it were doled out in the form of annual 
grants which must be used within clearly specified 
limits. 

The problem of curriculum structure, like the poor, 
is always with us. Coordination and integration can 
be brought about by good teamwork and planning 
much more effectively than by juggling the curriculum. 
You can adjust the curriculum so that you teach all the 
diseases of the cardiovascular system in one depart- 
ment and all the diseases of the nervous system in 
another department, thereby having the vertical pat- 
tern instead of the horizontal pattern, and still have very 
little communication between the people teaching in 
the cardiovascular field and the people teaching neu- 
rology; and you are right back where you were before 
when the anatomist did not speak to the physiologist. 

Finally, I would like to refer to Dr. Anderson’s com- 
ment on the role which medical schools are being called 
upon to play in providing leadership in community 
affairs. This is certainly a most desirable activity; yet 
because of its magnitude, we must be very careful that 
we do not dissipate our interests to the extent that we 
lose sight of our primary purpose. 

Dr. Joseph Thomas Roberts, Little Rock, Ark—At 
the University of Arkansas we are trying to help par- 
ticularly continuation of education for the general prac- 
titioner and the graduate physician who has not time 
to go off to a week’s course even once a year. We 
have taken advantage of two commonly known facts: 
first is that most doctors over the country and particu- 
larly in our community take off one afternoon during 
the week, usually Thursday afternoon. Saturday after- 
noon is the ideal time, of course, for the faculty, but 
is not available because of the rural tendency to go to 
town on Saturday afternoon. But Thursday afternoon 
is generally taken off by the physician. 

The second fact that is well known is that the most 
interesting and valuable type of medical pedagogy is 
the clinical pathological conference, the medical-grand- 
rounds type of teaching and the biomedical or research 
type of seminar. 


We have set up now a program whereby on every 
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Thursday afternoon those three programs of the medical 
school are concentrated on that afternoon, the research 
seminar or biomedical type of teaching, the clinical 
pathological conference and the medical-grand-rounds 
type of teaching. 

The students are present at these three conferences 
on Thursday afternoon only as auditors usually. The 
resident level program is coordinated with the teaching 
and physicians of the community and state are invited 
and do participate and it seems to have been a rather 
interesting development which may exist elsewhere but 
has not come to our attention in just this way. 

Dr. Anderson (closing)—I should like to emphasize 
the point that the financial difficulties of the medical 
schools are not new; they have been with us all along. 
We are talking more about them today and it is true 
that concern is developing in certain quarters where 
it did not exist before. As Dr. Lippard has men- 
tioned, some of the larger private schools have not been 
able to increase their budgets in proportion to the gen- 
eral increases. On the other hand, a number of schools, 
particularly the state supported schools, are in a much 
more favorable position today than they were ten or 
fifteen years ago. 

When we become concerned about this problem, it is 
possibly well to recall that the national income some 
fifteen years ago was about $40,000,000 and that today 
it is close to or exceeds $200,000,000 after taxes. These 
figures should be a source of comfort since they demon- 
strate that our citizens have the money to support 
medical education if they choose to do so. To secure 
adequate funds, however, it will probably be necessary 
for us to shift our appeal from wealthy individuals with 
an interest in philanthropy to the organized groups in 
business and industry, which today hold most of the 
wealth. There is a good reason to hope that if we adapt 
our efforts to fit the changing pattern of our economy, 
we will be successful in securing the funds that we need. 





STILBESTROL IN ENDOMETRIOSIS* 


By Wit1aM Bickers, M.D. 
Richmond, Virginia 


In 19 cases of extensive pelvic endometriosis 
we have administered stilbestrol, 5 mg. daily 
from the fifth to twenty-fifth day of the cycle 
for three consecutive months, according to the 
method described by Karnaky.! I have another 
group of 13 patients on the same treatment pro- 
gram which I intend to carry on for 6 months. 
The results of these observations must wait. 





*Received for publication August 1, 1948. 

1. Karnaky, K. J.: Personal communication. Ibid. The Use of 
Stilbestrol in Endometriosis: Preliminary Report. Sou. Med. 
J., 41:1109 (Dec.) 1948. 








230 SOUTHERN MEDICAL JOURNAL 


Of the 19 cases thus far studied in which 
cyclic stilbestrol therapy was administered for 
three months in a dose of 5.0 mg. from the fifth 
to twenty-fifth day of the cycle with no other 
endocrine therapy, the results are as follows: 


Four cases had vaginal implants in the pos- 
terior fornix which could be readily seen through 
the speculum and which bled each month coinci- 
dent with the menses. After three months of stil- 
bestrol therapy, these purple nodules in the vault 
completely disappeared and were replaced by an 
area of white fibrous scar tissue. It has now 
been six months since one of these patients com- 
pleted the treatment and no recurrence is noticed. 
Another case returned four months after com- 
pleting three months’ treatment with relapse of 
the purple nodule and bleeding at the menses. 
The other two patients cannot be followed. 


In six cases pelvic surgery was done by me, 
and therefore the diagnosis was confirmed path- 
ologically. These either had chocolate cysts or 
extensive cul-de-sac implants, and partial sur- 
gery was done in all. Two of these were relieved 
of all symptoms by surgery and no treatment 
was undertaken. The others were put on three 
months of cyclic stilbestrol. There was no dys- 
menorrhea during the treatment period and there 
were none of the usual premenstrual symptoms. 
The induration which was tender in the pelvis 
before stilbestrol therapy disappeared. All of the 
patients in this group have been followed and in 
only one have symptoms recurred. This was 6 
months after they had completed cyclic treat- 
ment. The other nine cases in this series were 
diagnosed by the clinical findings only: the his- 
tory and the usual physical findings which 
lead to the clinical diagnosis of endometriosis. 
There were no biopsies in these. All pelvic 
pain was relieved during the three months of 
treatment in all patients in this group and they 
continued to be pain free for a period varying 
from 2 to 6 months after completing treatment. 
None of the symptoms had recurred by the 
end of the 6 months. It is my opinion that if 
patients with endometriosis are to be treated 
with stilbestrol, they must be treated for a 
reasonably long period, let us say 3 months, 
and that this therapy must be repeated prob- 
ably once or twice a year. 
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URINARY INCONTINENCE ASSOCIATED 
WITH EXTRAVESICAL URETERAL 
OPENING IN THE FEMALE* 


By Carvin M. Jounson, M.D.*t 
and 
Ropert F, SHarp, M.D.* 
New Orleans, Louisiana 


Ureteral ectopia in the female presents a 
problem to both the gynecologist and urologist. 
It is of interest to the gynecologist because the 
majority of cases producing symptoms are 
found in females. The most recent review of 
the literature is given by Lowsley and Conroy! 
who reported a case of their own at the time. 
They were able to find a total of 300 such cases 
on record, but suspect overlapping statistics in 
several series. Although the subject of ureteral 
ectopia has been covered exhaustively in articles 
by Kilbane? Thom,> Winterton,* Furniss,5 
Eisendrath,‘’ Gloar,’ and others, the condition 
is not always recognized. In females it causes 
such marked distress and disability that it 
might be compared to a vesicovaginal fistula. 


As the proper treatment is effective in this con- . 


dition, it was thought that the presentation of 
another case was justified. 


There is no significant predominence of fe- 
males over males as to incidence probably, 
although the reported cases are predominantly 
females. The reason for this is that in the male 
the ectopic ureter usually opens proximal to the 
external sphincter and is asymptomatic, while in 
the female it usually opens distal to the vesical 
sphincter and therefore produces a dribbling 
incontinence. This condition is usually associated 
with a duplication of the ureter, unilateral or 
bilateral, and also of the kidney pelvis. Nation, 
in reporting 230 cases of duplication of the 
kidney and ureter from the records of the Los 
Angeles County General Hospital, states that 
27 had other urinary tract anomalies and of 
these latter four were duplicate ureters with 
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ectopic orifices. Of these four, two were females 
giving an incidence, for both sexes, of 3 per 
cent of all patients with complete ureteral 
duplication. 


Embryology.—The aberrant ureter arises from 
the Wolffian duct at about the fourth week of 
embryonic development as the upper of two 
separate ureteral buds, growing into the upper 
portion of the nephrogenic cap. As the Wolffian 
duct orifice descends the inferiorly placed ureter 
is the first to reach its final position in that 
portion of the urogenital sinus which becomes 
the bladder. The upper ureter is carried further 
caudalward and thus is frequently implanted 
below the bladder sphincter. The cranial seg- 
ment of such a double kidney is poorly function- 
ing usually and produces urine of low specific 
gravity which is frequently infected and the 
ureter itself dilated and tortuous with thick walls. 
The ectopic orifice is generally found in the 
urethra vestibule but cases of its being found in 
the vagina or even uterus have been reported. 


Diagnosis ——Moe says, in his report of a re- 
cent case, that a dribbling incontinence of urine 
in the presence of normal bladder function is 
pathognomonic of ectopic ureter when occurring 
in a female. In most cases this symptom has 
been present since birth, and as long as the 
patient can remember. Given a female patient 
with the above complaint we note the sugges- 
tive history, find a clear bladder urine on cath- 
eterization with seepage of a purulent urinary 
discharge, due to the usual infection of the 
ectopic ureter, all of which points to the true 
nature of the condition. Much time and effort 
may be necessary in locating the orifice of the 
ectopic ureter. Various means have been used 
in making a diagnosis in these cases. Methylene 
blue has been given by mouth; cotton is placed 
in the vagina and if this is stained blue it is 
suggestive. This is not reliable because in- 
continence from other causes may give a similar 
result. Also the function of the involved kidney 
segment is usually low and little dye may be 
excreted. Giving indigo carmine or methylene 
blue by mouth and carefully watching for its 
appearance externally through an ectopic orifice 
may be of help, but is not always to be relied 
upon. 


Lowsley and Conroy believe the most valuable 
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single diagnostic sign is the use of excretory 
urograms as advocated by Crenshaw. The renal 
segment served by the aberrant ureter is seldom 
outlined, the kidney shadow appearing elongated 
and the larger than normal amount of kidney 
shadow lying above the upper calyx of the lower 
segment is highly suggestive of pelvic duplica- 
tion. This plus the history and the finding of 
only one orifice on that side of the bladder, 
Crenshaw believes, is sufficient evidence to 
justify surgical exploration. He feels that while 
the demonstration of an ectopic orifice is advis- 
able, it is not always possible nor absolutely 
necessary. Mulholland injects a colored fluid 
into the bladder then allows the patient to walk 
around wearing a pad. If the pad becomes damp 
but not discolored it suggests an aberrant ureter. 


Weigert’s law says that the ureter from the 
upper part of the kidney is the one opening 
lowest in the urinary tract and is the ectopic one. 
Malgras® says that this is not always true. 
Greene stresses the use of intravenous indigo 
carmine with careful search of the external 
genitalia for the ectopic orifice. If the opening 
can be found, and catheterized and retrograde 
pyelography performed it will definitely estab- 
lish the diagnosis. However, Mulholland has 
reported a few cases of ectopic ureter in women 
who had no incontinence. Judd reports a case of 
a 21-year-old girl with diurnal incontinence 
during her entire life who had nocturnal inconti- 
nence only during the first few years. She was 
operated upon for a relaxed bladder sphincter 
unsuccessfully through an error in diagnosis. 


CASE REPORT 


P. N. J. was seen in the office in May, 1942, and was 
5 years of age at this time. Her chief complaint was 
a vaginal discharge of a few weeks duration. There was 
also a history that the child had been unable to retain 
her urine since babyhood although she voided at reg- 
ular intervals. For the latter complaint she had had 
numerous examinations and treatment all to no avail. 
The vaginal discharge and associated irritation of the 
vulva proved to be of a non-specific type and were 
apparently due to the urinary incontinence. 

Complete urologic study subsequently by one of us 
(R. F. S.) revealed bilateral double ureters and pelves. 
It was found that the extra ureteral orifice on the right 
side could not be located in the bladder and after a 
careful search it was located just beneath the urinary 
meatus. It could be seen occasionally to expel a small . 
amount of fluid. A number 4 catheter was passed up 
the ectopic orifice about 15 cm. and a pyelogram was 
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made. The pelvis was dilated moderately and the ureter 
was markedly dilated and tortuous. At operation the 
upper one-third of the kidney was resected along with 
approximately two-thirds of the attached ureter. Re- 
covery was uneventful and the patient has been entirely 
free of symptoms. 


SUMMARY 


(1) A case of extravesical ureteral opening in 
a female is reported and the literature reviewed 
on this subject. 

(2) This condition is of interest to the gyne- 
cologist because the condition produces symp- 
toms usually in females only and may be con- 
fused with other causes of urinary incontinence 
such as cystocele and relaxation of the sphincter, 
etc. 
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(3) A consideration of this rather rare 
anomaly by the gynecologist in the differential 
diagnosis of urinary incontinence in the female 
is suggested. 
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GOVERNMENT AND HEALTH 


Among the most logical and convincing of 
the writers against state medicine is Dorothy 
Thompson. She brings first hand experience 
to the subject, having lived abroad under the 
various state guaranteed health schemes, which 
she has seen fail to. give the public what it 
expected or was promised. A recent column 
of hers quotes figures of the Brookings Research 
Institution on the world’s health. Except for 
a few small countries such as Sweden, New 
Zealand, and Australia, the Americans have the 
lowest mortality rate in the world, and they 
enjoy the best health, this under a free medical 
profession. The best means of obtaining the 
most health for the most persons is the con- 
sideration. 


Where medical measures may be applied 
wholesale, they should be and they are being 
offered, through the public health agencies, 
which are ever widening their scope. Con- 


tagious disease control, sanitation, health educa- 
tion, industrial health services, control of indus- 
trial hazards, all general disease preventive 
measures which can be applied to large groups 
of the population, are steadily expanding. Every 
educational and large scale means is being 
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employed in increasing degree for health im- 
provement. 

Medical practice is handwork in a machine 
age. It can no more be provided wholesale 
than can hand embroidered clothing be pro- 
duced for all the women who desire handmade 
garments; or than a skillfully executed oil por- 
trait can be procured of each American citizen. 
Curative medicine is the work of an artisan or 
an artist, and there will never be enough of 
these to render personal service to every indi- 
vidual who wishes a physician. Preventive medi- 
cine is a different thing, most profitably applied 
on a large scale. 


A government is a business, dealing in figures 
too large for the ordinary mind to grasp but 
still subject to monetary laws; value must be 
obtained for cost, and the investment of the 
owner, the public, must not be squandered. The 
attempt to regulate the individual relations of 
physician and patient would require an enormous 
array of government clerks who should be them- 
selves employed productively, rather than as a 
brake upon productive work. For the hand- 
work, the study of a particular patient by a 
particular physician, anything which makes the 
physician responsible to an agency apart from 
the patient and himself, will hurt the quality 
of medicine. Again, every man is an egoist, 
particularly when ill, and the patient himself 
needs a personal cost deterrent to his demands 
for diagnostic services and medical care. 


The economic problem is such that the gov- 
ernment must choose first things first, even ac- 
cepting an eventual aim to do everything for 
everybody. No medical measure is effective 
unless the patient has proper food and a warm 
clean house. Food and shelter come before med- 
ical care. Skillful and expensive diagnosis will 
not benefit the man who lacks proper food and 
hygienic living quarters. A hospital can pro- 
vide temporary housing for the acutely ill, and 
the government should expand its hospital facili- 
ties. But for raising the general health level, 
every physician will admit that a good nutri- 
tive state and sanitary and uncrowded living 
quarters are more necessary than personal med- 
ical care. The government should give its citi- 
zens food and a room before it gives them free 
medicine. 


Walter Reuther has offered one of the best 
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ideas that has yet been mentioned for imme- 
diate betterment of the public health and wel- 
fare. He has suggested that government funds 
be applied to retool the airplane industry, so 
that it may engage in the manufacture of pre- 
fabricated homes. The airplane industry, he 
says, could produce twenty million houses at a 
cost within the reach of twenty million families. 

Not only health but juvenile delinquency 
vary directly with housing adequacy. American 
money for health, both physical and mental 
health, could most profitably be spent on hous- 
ing, a primary influence over mind, morals, and 
physical well being. 

Reuther’s idea would benefit the whole na- 
tional economy. It could profitably utilize an 
industrial potential which is temporarily in 
regression. Cheap housing would be a contri- 
bution to peace and a gift to the world, and 
good housing is America’s and the world’s most 
crying health need. 





RADIOACTIVE SODIUM 


There has been an absorbing and spectacular 
appeal in clinical medical investigations upon 
the radioactive isotopes, the disintegrating atoms, 
effects of which may be studied in the body. 
Interest may stem from the always subconscious 
belief in magic which keeps man experimenting, 
and the newly awakened hope that disease may 
be “atom bombed.” 


The physiologic effects of the disintegrating 
atom of course have been observed for more 
than fifty years, since the discovery of the roent- 
gen ray, and later the first disintegrating atom, 
radium, revolutionized physics. The success of 
irradiation therapy in destroying malignant 
growths to which it can be closely applied lends 
encouragement to the belief that malignancy of 
inaccessible structures could be cured if a chosen 
irradiating element could be injected, to disinte- 
grate in exactly the right tissue and nowhere 
else. Therapeutic results with radioactive iodine 
in hyperthyroidism have given greatest en- 
couragement to this line of thought, since iodine 
is selectively absorbed by the thyroid gland. 

However, the greatest possibilities for the 
radioactive isotopes still lie in the realm of 
physiology. They are presumed for the sake of 
investigation to function in the body like the 
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non-radiating atom, and their course in a living 
organism may be followed more readily by the 
physicist’s methods than by the usual chemical 
analyses, which require sampling. The physicist 
can follow the concentration of the radioactive 
element through different tissues. Sodium, an 
element abundant and essential in living matter, 
has never been studied chemically so much as 
its importance justifies, because of the chemical 
difficulties of its determination. It is probable 
that its variations are more significant to clinical 
medicine and no less rare, than alterations in the 
level of blood or urine sugar, nitrogen, calcium, 
phosphorus or chlorides, all important to internal 
medicine. Fluid balance is life itself; nutritional 
edema is common, as is edema of various surgical 
conditions or ascites. All these implicate a dis- 
turbance of sodium metabolism, since water can 
hardly be redistributed over the body without 
notable sodium movement also. 


New Orleans! workers have compared the 
metabolismi of a radioactive sodium isotope, Na22 
in a small group of normal persons and those 
with edema and congestive heart failure. Their 
work emphasizes the diagnostic possibilities of 
studies of the direction of sodium movement in 
clinical disease, and their method illustrates the 
new technic of study of a tagged element, as 
it is called, an isotope which goes through the 
normal body reactions giving out rays by which 
it may be followed. 


When one deals with the estimation and dis- 
appearance rate of an irradiating substance in 
the body, one gets into higher mathematics 
as foreign to the ordinary intellectual environ- 
ment of a practitioner of medicine as are the 
inner mechanics of his radio or television set. 
Measurements of concentration and excretion 
of a radioactive element deal with its half life, 
as in estimations of radium. The substance dis- 
appears at a rate proportional to its then con- 
centration; as its concentration diminishes its 
proportional rate of excretion diminishes, and 
one gets into figures which approach a limit 
but never reach it. The man who understands 


1. Threefoot, Sam A.; Burch, George E.; and Reaser, Paul: The 
Biologic Decay Periods of Sodium in Normal Men, in Patients 
with Congestive Heart Failure, and in Patients with the Nephrotic 
Syndrome as Determined by Na® as the Tracer. J. Lab. and Clin 
Med., 34:1 (Jan.) 1949. 

2. Burch, George E.; Threefoot, Sam A.; and Cronvich, James 
A.: Theoretic Considerations of Biologic Decay Rates of Isotopes. 
J. Lab. and Clin. Med., 34:14 (Jan.) 1949. 
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the customary physical methods, however, can 
follow the radioactive sodium through the body 
with a speed which the chemist has never ap- 
proached. 

The New Orleans group report that the Na22 
excretion rate of normal persons was influenced 
by a number of factors, in particular by the 
quantity of sodium chloride being taken in the 
diet. On a high salt intake excretion was 
rapid; on a low salt diet normal persons excreted 
the element slowly, presumably conserving it. 

In patients who were slowly recovering from 
congestive heart failure, Na22 was very slowly 
excreted. It was also very slowly excreted by 
the patients who were slowly growing worse. 
In patients who were rapidly recovering from 
congestive heart failure, the sodium excretion 
rate was much faster than the normal. Pa- 
tients with the nephrotic syndrome of chronic 
glomerulonephritis showed the greatest delay in 
elimination of sodium. In a rapidly improving 
edematous patient, who was excreting fluid 
rapidly, elimination of sodium was out of pro- 
portion to the water elimination. Apparently, 
disposal of the excess sodium was more impor- 
tant in relief of edema than water loss itself. 
The condition of the patient, they note, should 
be carefully considered before radioactive sodium 
is administered for study, since it is undesirable 
to give it to a patient who may take more than 
a year to eliminate it. 

Changes in sodium excretion probably occur 
following stimulation by several hormones. The 
adrenal cortex is thought of first. Estrogens 
also cause swelling of certain portions of the 
endometrium of the uterus, which should mean 
an altered water and sodium concentration in 
this area.s Sodium is perhaps directed here and 
there through the body by other hormonal influ- 
ences, with concomitant fluid movement and 
increasing or decreasing cell swelling and mitosis. 

Congestive heart disease may be considered 
as a systemic condition dependent upon sodium 
and water movement, not merely upon the state 
of the heart muscle, valves, or blood vessels. 
Certain nutritional diseases such as beriberi, or 
nutritional edema are also intimately concerned 
with altered salt and fluid metabolism. 

3. Williams, Maude F.: The Vascular Architecture of the Rat 


Uterus as Influenced by Estrogen and Progesterone. Amer. J. 
Anatomy, 83:247 (Sept.) 1948. 
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The radioactive isotopes will doubtless stim- 
ulate further diagnostic and therapeutic study. 
Without being of therapeutic use themselves, 
they will contribute to understanding of physio- 
logic principles which must precede therapy. 





EFFECTS OF ESTROGEN AND 
PROGESTERONE 


A number of specific measures are used by 
gynecologists to aid conception, when the cause 
of infertility is failure of conjugation of sperm 
and ovum. The most successful measures clin- 
ically are the mechanical ones, when a tubal or 
cervical obstacle is overcome; and it is among 
these cases that the gynecologist has many good 
results which may bring the happiness of par- 
enthood to young persons whose life seems 
empty without it. 


For treatment of cases of repeated abortion, 
remedial measures are so far practically wholly 
non-specific. The gynecologist may conduct a 
complete physical examination of both husband 
and wife, search for hidden venereal or other 
infection, prescribe thyroid if this seems indi- 
cated, and attempt to build up the general 
health of both partners. He may study the 
cyclical changes in the uterine lining, but his 
findings have chiefly diagnostic or negative 
value. If the changes indicate failure to ovulate, 
remedial measures are of dubious worth. 


In another group of sterile matings, the ovum 
is fertilized but the normal nidatory or nesting 
reactions of the pregnant uterus, as the placenta 
is implanted into the uterine wall, are not ade- 
quate to nourish the embryo. 


Need of corpus luteum secretion is supported 
by the presence of the yellow body during 
normal pregnancies. Yet few students of sterility 
believe that administration of corpus luteum 
products helps the patient with threatened abor- 
tion. Estrogen is said to be more often bene- 
ficial. 

Study of the physiologic effects of estrogen 
and progesterone upon the uterus are funda- 
mental to clinical understanding of the use of 
these products. Extensive anatomical examina- 
tions of the response of the rat uterus to estro- 
gen and progesterone administration have been 
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reported by Maude F. Williams! of the Univer- 
sity of North Carolina whose study contains 
numerous excellent microphotographs. Some of 
the effects of estrogen include hyperemia of 
particular sections of the endometrium, followed 
by edema and mitosis. The blood supply is 
increased, then swelling and cell division are 
observed. Progesterone for the most part inten- 
sified the effects of estrogen upon the endo- 
metrium, and minimized its effects upon the 
capillaries of the uterine muscle. Progesterone 
alone did not alter the vascular architecture. 
The two hormones in sequence acted upon the 
rat uterus to produce an early vasodilatation 
followed by edema and subsequent cell division. 

Perhaps estrogen itself in the body is a strong 
stimulus to progesterone production, and for 
this reason is more helpful than progesterone 
in maintaining a normal fetus. At any rate it 
more than progesterone would seem able to 
initiate uterine growth. 





TWENTY-FIVE YEARS AGO 
FRoM JOURNALS OF 1924 


The “Eat More” Campaigns2—A few years ago our 
piece of mind was frequently perturbed by the admoni- 
tion to beware of this or that menace to health * * * 
to banish bacteria * * * the virtues of ventilation * * * 
the germ killers * * * more recently the ever busy com- 
mercial promoters have begun to follow a new trend 
* * * At almost every turn we are admonished to eat 
more bread * * * meats * * * raisins * * * apples * * * 
wheat * * * * bran * * * until man’s cup truly 
runneth over * * * Modern advertising is characterized 
by creating new demands * * * the introduction of 
labor-saving devices into virtually every vocation * * * 
the sedentary occupations have increased enormously 
* * * the ranks of the obese are already too well filled. 


Medication in Paris 3—A strong and widespread move- 
ment is developing against secret remedies, the use of 
which has been generalized due to the carelessness of 
doctors * * * the teaching of pharmacology is given 
in the School of Medicine whereas the student learns 
his practical medicine in the hospital * * * True we 
have a law against secret medicaments, but * * * the 
sale of such remedies is * * * legalized by the fact that 


1. Williams, Maude F.: The Vascular Architecture of the Rat 
Uterus as Influenced by Estrogen and Progesterone. Forty-seven 
figures. Amer. J. Anatomy, 83:247 (Sept.) 1948. 

2. Editorial: The “Eat More’ Campaigns. J.A.M.A., 82:78 
(Mar. 1) 1924. 


3. Special Correspondent, Paris. British Med. J., p. 210 (Feb. 
2) 1924. 
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they have to pay a heavy tax * * * the number of new 
remedies is not great, and only one or two in any year 
find a place in our therapeutic arsenal. The mass of 
new remedies consist of simple mixtures which are 
given a name with a scientific flavour * * * the Pro- 
fessor of Pharmacology in Paris, Professor Richaud, has 
appealed to members of the medical profession to ab- 
stain from prescribing any medicament the exact nature 
of which they do not know. This, he says, should be 
done on moral grounds. 


Tongue in Pernicious Anaemia.4—In his address on 
Addisonian anaemia Dr. Hurst quotes Dr. William Hunter 
as stating that the glossitis of Addison’s anaemia is quite 
specific and exists in connection with no other disease. 

There are two diseases in which a condition of the 
tongue closely resembling the glossitis of Addison’s 
anaemia is constantly found, namely, pellagra and sprue 
* * * Pellagrins, besides anaemia usually develop 
changes in the spinal cord amounting to subacute com- 
bined degeneration * * * possibility of an abnormality 
of fat metabolism in pernicious anaemia. It would be 
interesting to know what is the calcium and phosphorus 
content of the blood in Addison’s anaemia. 





4. Priston, J. L.: Tongue in Pernicious Anaemia. Brit. Med. J., 
p. 216 (Feb. 2) 1924. 





Book Reviews 


Handbook of Orthopaedic Surgery. By Alfred Rives 
Shands, Jr., B.A.. M.D., Medical Director of the 
Alfred I. duPont Institute of the Nemours Founda- 
tion, Wilmington, Delaware. In collaboration with 
Richard Beverly Raney, B.A., M.D., Associate in 
Orthopaedic Surgery, Duke University School of 
Medicine, Durham, North Carolina. Illustrated by 
Jack Bonacker Wilson. Third Edition. 574 pages. 
St. Louis: The C. V. Mosby Company, 1948. Price 
$6.00. 

The “Handbook of Orthopaedic Surgery” is a com- 
pact, well-planned reference book for the general sur- 
geon, orthopedic man and physiatrist. 

The author stresses the value of physical therapy in 
his treatments. Unfortunately many good books fall 
short of this. 

He says: “Immobilization should continue no longer 
than necessary to relieve the pain and if possible joints 
should be taken out of splints once a day and be put 
through actively the full range of motion.” 

The employment of postural exercises in osteo-arthritis 
is stressed by the author. This is one of the stepchildren 
in management of arthritis. 

More books of this type are needed to educate medical 
men to the value of physical medicine. 
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The 1947 Year Book of Endocrinology, Metabolism and 
Nutrition. Endocrinology edited by Willard O. 
Thompson, M.D., Clinical Professor of Medicine, 
University of Illinois College of Medicine. Metabolism 
and Nutrition edited by Tom D. Spies, M.D., Chair- 
man, Department of Nutrition and Metabolism, 
Northwestern University School of Medicine. 575 
pages, illustrated. Chicago: The Year Book Pub- 
lishers, 1948. Price $3.75. 


This volume of the year book covers a wide variety 
of subjects which have been carefully selected by two 
outstanding men in their respective fields. The choice 
of articles to be included in this volume has been culled 
from the very extensive literature on endocrinology, 
metabolism and nutrition. 


For the practitioner or specialist who tries to keep 
abreast of the many changes in these fields, the care- 
fully selected abstracts will aid in selecting articles that 
they will want to review briefly in this book or read in 
more detail from the original article. 

Of interest in the section of endocrinology are the 
many good abstracts dealing with the isolation and use of 
the adrenocorticotropic hormone of the pituitary gland; 
the use of the antithyroid drugs in the treatment of 
toxic goiter and the action of radioactive iodine on 
carcinoma of the thyroid. Many good abstracts reveal- 
ing the progress in unraveling the complexities of the 
adrenal gland and the gonads take up the greater portion 
of the section on endocrinology, which cause this book 
to be of interest to the gynecologist as well as to those 
in internal medicine. 

In the section on metabolism and nutrition, Dr. Spies 
has selected many good papers on diabetes mellitus 
and carbohydrate metabolism; the effect of folic acid 
on alimentary and hemopoietic diseases, and the effect 
of salt and fluids on the cardiovascular system. 


The remarks made after the abstract by each editor 
contribute much to the value of the book. 


Manual of Urology. By Ralph M. LeComte, M.D., 
F.A.C.S., formerly Professor of Urology, Georgetown 
University, Medical Department. Fourth Edition. 
311 pages, illustrated. Baltimore: The Williams & 
Wilkins Company, 1948. Price $4.00. 


This well-planned manual of urology begins with a 
description of methods of examination, urological symp- 
toms and treatments. Each of the organs in the genito- 
urinary system is discussed separately in succeeding 
chapters. The last chapter contains a survey of im- 
potence and sterility in the male. 


The book is obviously not intended to take the place 
of the larger and more complete texts as a reference 
work, but is of value as a quick review. Extended 
discussions and case histories are omitted. The illustra- 
tions are diagrammatic and for this reason are quite 
unimpressive. 
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Operative Gynecology. By Harry Sturgeon Crossen, 
M.D., Professor Emeritus of Clinical Gynecology, 
Washington University School of Medicine and 
Robert James Crossen, M.D., Assistant Professor of 
Clinical Gynecology and Obstetrics, Washington Uni- 
versity School of Medicine. Sixth Edition. 999 pages 
with 1,334 illustrations, 30 in color. St. Louis: The 
C. V. Mosby Company, 1948. Price $15.00. 

This seasoned volume has been revised to include a 
more thorough discussion of the fluctuating ideas on 
the use of radiology in the female genital tract and the 
preventive measures in carcinoma in gynecology. The 
use of radium in selected cases of myomata uteri is 
presented and also irradiation in the treatment of car- 
cinoma of cervix and corpus uteri is discussed. The 
Crossens feel that irradiation is the treatment of choice 
even in early carcinoma of the cervix. 

Of course a volume of this size is the summation of 
ideas and technics of many physicians and clinics. 
Gynecologic anesthesia is given a complete chapter as 
are the fundamentals of intestinal surgery which every 
surgical gynecologist should know. Like its preceding 
editions, the book continues to be an outstanding and 
classic reference work. 


Pediatric Anesthesia. By M. Digby Leigh, M.D., Direc- 
tor of Anesthesia, Vancouver General Hospital, Van- 
couver, Canada, and M. Kathleen Belton, M.D. 232 
pages. New York: The Macmillan Company, 1948. 
Price $5.50. 

This book is invaluable to anesthesiologists in that 
it is the first one devoted exclusively to the adminis- 
tration of anesthetics in infants and children. 

M. Digby Leigh is a recognized authority in the 
specialty of pediatric anesthesia, and as a writer and 
speaker he is dynamic. His co-author, M. Kathleen 
Belton, is his associate at the Vancouver General Hos- 
pital. 

Every phase of pediatric anesthesia is thoroughly 
considered. Special attention is paid to the physiology 
of infants. Excellent suggestions for the recommended 
technic of administration of anesthesia as well as for the 
care of anesthetic equipment are included. 

The illustrations are valuable additions to the text. 

One cannot read this volume without being impressed 
with the lifetime study that Dr. Leigh has devoted to 
his subject. 





Elementary Anesthesia. By William Norman Kemp, 
M.D., Consultant Anesthetist, Children’s Hospital, 
Vancouver, Canada. 298 pages. Baltimore: Williams 
and Wilkins Company, 1948. Price $5.00. 
“Elementary Anesthesia” is a suitable text for instruc- 

tion of medical students as well as for others interested 

in the administration of anesthetics. 

A detailed discussion of the most used methods and 
equipment in the administration of general and regional 
anesthesia is presented. 
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The chapters related to physiologic and pharmaco- 
dynamic principles are especially suitable for teaching 
purposes. A few of the drugs described, however, are 
not those most commonly used in American hospitals. 

The illustrations are excellent and informative, espe- 
cially those depicting anesthetic equipment. 





General Endocrinology. By C. Donnell Turner, Ph.D., 
Associate Professor of Zoology at Northwestern Uni- 
versity. 604 pages, illustrated. Philadelphia and Lon- 
don: W. B. Saunders Company, 1948. 


Although this book was written to teach endocrin- 
ology from the standpoint of advanced zoology, it con- 
tains material of value to anyone interested in the study 
of the physiology of the endocrine glands. The subject 
matter is basic in that much of it consists of a compila- 
tion of fundamental facts from the literature. This is 
arranged to show comparative data on the physiology 
of the various endocrine glands ranging from the lower 
forms of life through man. 


It is not a book that the person of casual interest 
would select to study human endocrine function. A 
great portion of it is devoted to the endocrine mechan- 
isms of the various animals with only a small part 
upon the human aspects. 


Each chapter has a very complete bibliography refer- 
ring to the original contributions, to which very careful 
credit is given for statements made throughout the book. 
This adequate bibliography will be of great aid to the 
reader for investigation of any points of particular 
interest to his own work. 





Dermatology in General Practice. By Sigmund S. 
Greenbaum, B.S., M.D., F.A.C.P., Professor of Clin- 
ical Dermatology and Syphilology, University of 
Pennsylvania Graduate School of Medicine. 889 
pages, with 846 illustrations, 20 in color. Philadelphia: 
F. A. Davis Co., 1947. Price $12.00. 

Although the title of this large book implies that it is 
intended to supply the needs of the general practitioner, 
it covers much more than the common skin diseases and 
is, in fact, a complete text in dermatology. The con- 
tents are arranged alphabetically rather than by classi- 
fication. This may have some advantages but is some- 
times confusing. For instance, dermatophytosis is pre- 
sented on page 301 but tinea capitis is on page 748. A 
discussion of contact dermatitis is found on page 225 
while dermatitis is found on page 256 and eczema is 
taken up later on page 321 and pruritus is on page 628. 
The inclusion of lupus erythematosus under the title of 
tuberculosis cutis is misleading. 


The text for the most part is excellent and up to date. 
The section on skin cancer is noteworthy as is also that 
on the exanthemata and oral diseases. The subjects of 
peripheral vascular disease and syphilis are capably 
presented. The amount of space allotted to the various 
subjects does not seem always to be in proportion to 
their importance in general practice. For instance, while 
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34 pages are devoted to leprosy only 4 pages are given 
to scabies, 5 pages to pityriasis rosea and only 6 pages 
to urticaria. The uses and dosages of the newer drugs, 
such as the sulfonamides, penicillin and the antihista- 
mines are discussed adequately, but the undue reactions 
produced by them might well have been emphasized 
more. 


The binding, print, paper and cuts are excellent. 





Physical Fitness, Appraisal and Guidance. By Thomas 
Kirk Cureton, Jr., M.A., M.P.E., Ph.D., Professor of 
Physical Education and Director of the Physical Fit- 
ness Research Laboratory of the University of Illinois, 
Urbana; Assisted by Frederick W. Kasch, B.S., MS., 
Director of Physical Education at the Colleges of 
Medicine, Dentistry and Pharmacy of the University 
of Illinois, Chicago; John Brown, B. S., Assistant 
Director of Physical Education, Colleges of Medicine, 
Dentistry and Pharmacy; W. G. Moss, M.S., Ph.D., 
Instructor in Physiology, College of Medicine, Uni- 
versity of Illinois, Chicago. 566 pages, illustrated. 
St. Louis: The C. V. Mosby Company, 1947. Price 
$6.00. 


This is a highly scientific textbook on physical fitness. 
Its keynote is the evaluation of humans in terms of 
cardiovascular, respiratory and neuromuscular per- 
formances under activity and stress as well as rest. It 
contains valuable statistics, tests and charts to appraise 
physical fitness. 


It is more for the research man in physical education 
than for the general practitioner in medicine. However, 
for a reference book it will. be useful to all. 


Physiology of Exercise. By Laurence E. Morehouse, 
Ph.D., Associate Professor of Physical Education, the 
University of Southern California and Augustus T. 
Miller, Jr., Ph.D., Associate Professor of Physiology, 
University of North Carolina Medical School. 353 
pages, illustrated. St. Louis: The C. V. Mosby Com- 
pany, 1948. Price $4.75. 


It is interesting to find that many of the experiments 
are carried out on the human subjects instead of rats 
and rabbits in this book. Hence one can evaluate what 
goes on in the human body per se instead of comparing 
certain animal data to what the human data could be. 

The first two chapters ably cover elementary physi- 
ology of muscles. 


The description of postural tone of muscles is very 
timely since much work is being done in rehabilitating 
patients. 

The chapters on influence of exercise on blood flow 
and life expectancy are excellent. 

The book should prove to be a great aid in teaching 
physical therapists to evaluate the physiological proc- 
esses going on when they apply heat, massage and 
exercise. 
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Treatment by Manipulation. In General and Consulting 
Practice. By A. G. Timbrell Fisher, M.C., M.B., Ch.B., 
F.R.C.S. (Eng.) Commander of the Order of St. 
John of Jerusalem. Fifth Edition of “Manipulative 
Surgery.” 275 pages, illustrated. New York: Paul B. 
Hoeber, Inc., 1948. Price $5.00. 

This excellent book reveals the acquired and inborn 
skill of the author in employing manipulations. 

His six cardinal points for success are worth enumerat- 
ing: 

(1) Wait for a quiescent period. 

(2) The general condition of the patient should be 
good. Avoid manipulations in old and feeble patients. 

(3) Where stiffness is marked, restore movement in 
stages, to avoid shock and risk of fracture. 


(4) In more marked cases fix the limb in a temporary 
splint or cast. 


(5) Use firmness, kindness and tact. 

(6) Teamwork among surgeons, orthopedic specialist 
and physical therapist. 

The book further reveals the importance of manipula- 
tion in the rheumatoid groups of patients and the sub- 
ject is discussed thoroughly. 

The author’s conservative approach and his masterly 
presentation of manipulation makes the book outstand- 
ing. 


Modern Trends in Diagnostic Radiology. Edited by 
J. W. McLaren, M.A., M.R.C.S., L.R.C.P., D.M.R.E., 
Director, X-Ray (Diagnostic) Department, St. 
Thomas’s Hospital, London; Examiner in Radiology, 
University of London. 464 pages, illustrated. New 
York: Paul B. Hoeber, Inc., 1948. 

This is not a textbook or reference book on the 
entire field of diagnostic radiology. It is a well written 
and well illustrated summation of the recent advances 
in diagnostic radiology. There are 31 chapters written 
by specialists in the various fields of x-ray diagnosis and 
aptly named as representing “Modern Trends in Diag- 
nostic Radiology.” This is a valuable work for the 
library of the radiologist. 





Occupational Therapy Source Book. By Sidney Licht, 
M.D., with an introduction by C. Charles Burlin- 
game, M.D., Psychiatrist-in-Chief, The Institute of 
Living. 90 pages. Baltimore: The Williams and 
Wilkins Company, 1948. Price $1.00. 

This choice morsel of medical food should satisfy the 
appetite of the progressive physician. Even though 
Dr. Licht has proved that since the dawn of civilization 
such practitioners as Asclepiades, Galen and Hippocrates 
preached occupational therapy, World War II had to 
bring it to the attention of modern physicians. Though 
the words were coined by Dr. Wm. Rush Dunton Jr. 
of Maryland in 1915, the modalities were employed by 
physicians before the Christian era. 


BOOK REVIEWS 
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Asclepiades who was born more than one hundred 
years before Christ said: “The physician should not wait 
for Nature to take its course but through his skill and 
knowledge he should bring the crisis on earlier.” 


Philippe Pinel, in 1801, wrote: “From morning en, 


the patients are kept busy; some doing house-work, 
others going to their respective work-shops.” 


Dr. Licht’s writings are most instructive. 





Rheumatism and Soft Tissue Injuries. By James 
Cyriax, M.D., B.Ch. (Cantab.), Physician-in-Charge 
of the Physiotherapy Department, St. Thomas’s Hos- 
pital, London. 410 pages, illustrated. New York and 
London: Paul B. Hoeber, Inc., 1948. Price $9.50. 

A wealth of experience is condensed in 398 pages. 

The timely message of the author is mobilization. 
What good is a rusted joint the reader will ask after 
reading this great work. 

The author has certain ideas with which many will 
disagree. He “. . . does not believe in sacro-iliac 
arthritis of the osteo type .. . specific sacro-iliac 
arthritis is tuberculous type.” 

The drawings for performing various tests are in- 
structive but the photographs could have been dispensed 
with. 

The application of physical medicine is stressed with 
excellent explanations. 

This is one of the few books that give the reader an 
insight into the manipulative technics of bone setters, 
osteopaths and chiropractors, so that their use may be 
evaluated. It is a valuable asset to any medical library. 





Headache and Other Head Pain. By Harold G. Wolff, 
M.D., Professor of Medicine (Neurology) and As- 
sociate Professor of Psychiatry, Cornell University 
Medical College, New York. 642 pages, illustrated. 
New York: Oxford University Press, 1948. Price 
$12.00. 


Dr. Wolff has in the past made many outstanding 
contributions to the subject of pain in general and 
headache in particular. His name is familiar to many 
as one of the pioneer workers in the field who has 
systematically investigated the various origins and 
methods of physiologic mediation of the headache syn- 
drome. Material in this book has been presented before, 
but this is the first time it has all been gathered under 
one cover. 

The subject is opened with a general comprehensive 
consideration of pain, its threshold, referral, and spread. 
A well illustrated chapter on pain sensitive structures 
within the cranial cavity shows the various areas. in 
the face, head and neck to which pain may be re- 
ferred from the blood vessels and meninges by traction, 
inflammation, distention or pressure. The relationship 
of headache to variations in intracranial pressure is 
discussed, and the causation and type of pain found in 
brain tumors is considered. It is pointed out that the 





240 SOUTHERN MEDICAL JOURNAL 


headaches occurring in many systemic conditions such 
as fever and sepsis, result from distention of the cerebral 
and pial arteries. The part played in various headache 
syndromes by the extracranial arteries is discussed in 
detail. 


The migraine syndrome is discussed both in regard 
to the physiologic causation of the pain and the 
prominent psychologic contributing factors present in 
most migraine patients. In a treatment of this length 
one is surprised to find a small amount of space de- 
voted to the so-called migraine equivalents. The man- 
agement of migraine and its complications is dis- 
cussed. A brief treatment is given to the various “atypi- 
cal neuralgias” and cephalgias including the histaminic 
cephalgia described by Horton. The later chapters of 
the book are concerned with headaches and similar 
pains resulting from teeth, ear, nose and throat, sinuses, 
eyes, neck and scalp muscles. All of these subjects are 
treated in detail. Sections on chronic posttraumatic 
headache and the various neuralgias are included. A 
valuable feature of this book is a final chapter sum- 
marizing the material covered. In this section is in- 
cluded an important commentary on the diagnostic 
importance of anamnesic material such as duration of 
the headache, time of day of occurrence, effect of 
position of the head, and many other points. 

This book appears to be Dr. Wolff’s opus magnum, 
and it is unquestionably the outstanding volume on this 
subject in recent years. Very little fault can be found 
with it. Although the psychodynamics of many types 
of headaches are considered, the treatment of psycho- 
genic headache is somewhat scanty, and throughout 
the book the interpretation in terms of “end organ” 
mechanisms is emphasized, possibly at the expense of 
psychogenic factors. Also, the arrangement and precise 
compartmentation of the various types of headache is 
likely to give the erroneous impression that a single 
specific etiology can be found for each headache syn- 
drome as opposed to the general experience that a large 
percentage of individuals have headache as the result 
of confluence of many etiologic factors. These minor 
criticisms do not detract from the great value of this 
volume as a standard reference on the subject of head- 
ache and head pain. 


Oral Surgery. By Kurt H. Thoma, D.M.D., Professor 
of Oral Surgery and Brackett Professor of Oral 
Pathology, Harvard University. Volumes I and II, 
1,521 pages, 1,631 illustrations, 121 in color. St. Louis: 
The C. V. Mosby Company, 1948. Price $30.00. 
This text should have a wide appeal to the general 

practitioners of dentistry and medicine who wish to 
acquaint themselves with the diagnosis and treatment 
of oral conditions requiring surgery. The author should 
be congratulated on his willingness to attempt this 
ambitious undertaking. 

Dr. Thoma’s book is profusely illustrated and although 
the line drawings are excellent, many of the x-ray re- 
productions are definitely inferior. The author has in- 
cluded a considerable number of case reports. Some 
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of them add to the value of the text, but many of 
them are superfluous and could be curtailed or omitted. 

The sections dealing with the treatment of benign 
and malignant tumors are extensive and show careful 
organization. They will be a valuable addition to an 
often neglected aspect of dental science. 





An Introduction to the History of Dentistry. By Bern- 
hard Wolf Weinberger, D.DS., New York City. 
Volume I. 514 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1948. Price $20.00, Vol. I and II. 


This ambitious undertaking is the outgrowth of the 
author’s earlier “History of Orthodontia.” Dr. Wein- 
berger’s initial efforts as a dental historian appeared 
in the literature as early as 1911 and the present 
“History of Dentistry” bears the stamp of a well- 
established authority. 

The material is presented in three major sections. 
These deal with: (1) Antiquity, (2) Arabian, Medieval 
and Renaissance Reformation Periods, and (3) Dentistry 
as an Independent Profession. Each section is profusely 
illustrated and is accompanied by an extensive bibli- 
ography. The history of American dentistry is presented 
in a companion volume. 

Of interest is a twenty-page chronological table of 
important dental events. 

In common with other histories it is at times heavy 
reading. It will be welcomed as a valuable addition to 
the collection of the teacher and serious student of 
dental history. 


An Introduction to the History of Dentistry in America. 
By Bernhard Wolf Weinberger, D.D.S. Volume II. 
408 pages, illustrated. St. Louis: The C. V. Mosby 
Company, 1948. 


Like its companion volume, “A History of Dentistry,” 
this is a serious and successful effort of a recognized 
dental historian. The author has made extensive litera- 
ture surveys of the early American newspapers and has 
carefully combed personal correspondence of the pioneer 
dental practitioners. 

Most of the material is presented in the form of 
chapters detailing the lives of outstanding early dentists. 
In one of these the dental career of Paul Revere is 
outlined, and it becomes apparent that contrary to 
popular belief his dental training and practice were 
quite limited. 

Of great interest is the extensive section on George 
Washington which will be a valuable addition to the 
available Washingtoniana. The “Father of his Country” 
at an early age began to suffer from a variety of 
dental ailments that ultimately resulted in the loss of 
all of his teeth. These were replaced by dentures, several 
sets of which have been preserved. They represent the 
best example of prosthetic dental service available in 
his time. 
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SOUTHERN MEDICAL ASSOCIATION 


Minutes of 
Miami, Florida, 


GENERAL SESSION 
PRESIDENT’S NIGHT 
Wednesday, October 27, 8:15 p. m. 


The Association met at the Municipal Auditorium, 
Miami, and was called to order by Dr. Donald W. 
Smith, General Chairman of the Committee on Arrange- 
ments, Miami, who presided. 


Rev. Everett S. Smith, D. D., Pastor, First Christian 
Church, Miami, delivered the invocation. 


Dr. Robert T. Spicer, President, Dade County Medi- 
cal Association, Miami, delivered an Address of Wel- 
come for the Dade County Medical Association. Dr. 
Spicer presented for the Dade County Medical Asso- 
ciation to Dr. Lucien A. LeDoux, the President, and 
to Dr. Oscar B. Hunter, the incoming President, hand- 
carved souvenir gavels made by Dr. A. W. Wood. Dr. 
Spicer extended an invitation to the Association to meet 
in Miami in 1951. 


Dr. Joseph S. Stewart, President, Florida Medical 
Association, Miami, delivered an Address of Welcome 
for the State Association. 


Dr. Curtice Rosser, Dallas, Texas, responded .to the 
Addresses of Welcome for the Southern Medical Asso- 
ciation. 


Dr. Donald W. Smith, General Chairman of the 
Committee on Arrangements, Miami, then introduced 
the President of the Southern Medical Association, Dr. 
Lucien A. LeDoux, New Orleans, Louisiana, who pre- 
sided for the remainder of the session. 


The President introduced the officers and guests who 
were sitting with him on the rostrum. 


Dr. Seale Harris, Past President, Southern Medical 
Association, Birmingham, Alabama, presented an ad- 
dress entitled “Clyde Porter Loranz and the Southern 
Medical Association.” 


Following the address, Mr. C. P. Loranz, Secretary- 
Manager, Southern Medical Association, Birmingham, 
Alabama, was called to the platform and Dr. Harris, 
for the Association, presented him with a sterling silver 
tray, pitcher and water goblets properly engraved, this 
in appreciation of his thirty-six years with the Associa- 
tion. Mr. Loranz spoke briefly in appreciation of the 
address and the beautiful gift. 


Dr. Lucien A. LeDoux, President, Southern Medical 
Association, New Orleans, Louisiana, delivered his 
President’s Address entitled “Health, Manpower and 
Universal Military Training.” 


Forty-Second Annual Meeting 
October 25-28, 1948 


The President, Dr. LeDoux, called for the Report of 
the Council.* Upon motion of Dr. M. Y. Dabney, Bir- 
mingham, Alabama, duly seconded and carried without 
a dissenting vote, the Report of the Council, as pre- 
sented by the Chairman and to be published in full 
in the proceedings of this meeting, was approved with- 
out being read. 


Dr. Oscar B. Hunter, Washington, D. C., President- 
Elect and incoming President, was presented by the 
President, Dr. LeDoux, and duly installed President 
of the Southern Medical Association, effective at the 
close of this annual meeting. 


Dr. J. P. Culpepper, Jr., Chairman of the Executive 
Committee of the Council, Hattiesburg, Mississippi, 
presented a Past President’s Medal to Dr. Lucien A. 
LeDoux, retiring President. 


The General Session then adjourned sine die. 


GENERAL PUBLIC SESSION 
Tuesday, October 26, 8:15 p. m. 


A General Public Session was held at the Municipal 
Auditorium, Miami, and was called to order by the 
President of the Southern Medical Association, Dr. 
Lucien A. LeDoux, New Orleans, Louisiana, who pre- 
sided. 


Dr. LeDoux presented Dr. Oscar B. Hunter, President- 
Elect, Southern Medical Association, Washington, D. C., 
and Dr. Emmett B. Carmichael (Ph.D.), Professor of 
Biochemistry, Medical College of Alabama and Acting 
Secretary-Manager, Southern Medical Association, Bir- 
mingham, Alabama. 


Dr. James R. Bloss, President, American Association 
of Obstetricians and Gynecologists, and Abdominal 
Surgeons, Huntington, West Virginia, presented the 
subject “A Consideration of Some Recent Advances in 
Obstetrics and Gynecology.” 


Dr. Howard Mahorner, Surgeon, Baptist Hospital 
and Touro Infirmary, New Orleans, Louisiana, pre- 





*The Report of the Council, including reports of Acting 
Secretary-Manager, the Board of Trustees, the Auditor, and the 
Report of the Committee on the Revision of the Constitution and 
By-Laws, had not been received at the Association office at the 
time this Journal was ready for the press. Complete minutes of 
the Miami meeting, except the Report of the Council, were in 
type and ready for publication in this issue (March) and will 
not be held for the Report of the Council, that report to be 
published in a subsequent issue. 
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sented the subject “The Surgeon’s Work in Modern 
Medicine.” 


Dr. Vincent W. Archer, Professor of Radiology, Uni- 
versity of Virginia School of Medicine, Charlottesville, 
Virginia, presented the subject “What Does the X-Ray 
Tell Us?” (Lantern Slides). 


The General Public Session then adjourned sine die. 





REPORT OF NOMINATING COMMITTEE 


Dr. Carroll M. Pounders, Oklahoma City, Oklahoma, Chair- 
man of the Nominating Committee, presented the Report of the 
Committee. 


The Council, as your Nominating Committee, presents for your 
consideration the following: 


For President-Elect: Dr. Hamilton W. McKay, Charlotte, North 
Carolina. 


For First Vice-President: Dr. Curtice Rosser, Dallas, Texas. 


For Second Vice-President: Dr. Donald W. Smith, Miami, 
Florida. 


For Secretary, Treasurer and General Manager, carrying the 
title of Secretary-Manager, Mr. C. P. Loranz, Birmingham, 
Alabama, was elected last year for a term of five years. 


The Editor, Dr. M. Y. Dabney, and Associate Editor, Mrs. 
Eugenia B. Dabney, Birmingham, Alabama, were reelected two 
years ago for terms of three years. 


(Signed) CARROLL M. POUNDERS, Chairman. 


It was moved that the Report of the Nominating Committee 
be adopted and the nominees be elected by acclamation. The 
motion was duly seconded and carried without a dissenting vote. 
The President, Dr. LeDoux, declared the nominees duly elected. 





MEMBERS BY STATES 


The following is a comparative statement of membership of the 
Southern Medical Association for the past seven years: 


1942 1943 1944 1945 1946 1947 1948 





I Secttnces 407 390 398 416 463 492 521 
Co 248 226 212 219 224 230 230 
District of Columbia . 150 163 163 170 271 198 223 
ITI pnccthiasnisnssiioinaneis 373 362 323 316 453 S67 757 
ID seiecinctindciimain 491 435 400 449 433 495 546 
RO 500 440 428 437 494 512 510 
Louisi 438 420 395 386 405 322 441 
ee 343 335 332 364 SIL 572 
Mississippi... 310 299 262 251 266 272 272 
Missouri —.___ muserenrencnnqusay 642 S58 559 627 648 649 620 
North Carolina ~~... 371 396 389 383 410 S62 496 
na 384 338 314 305 327 320 319 
South Carolina 199 205 207 191 213 244 260 
Tennessee... asinine 482 448 423 415 471 495 509 
cena GE We Ms. tee 1 8 
Virginia —._._.__......... 381 455 429 428 436 459 474 
West Virginia ........... 211 216 232 234 246 254 269 


Other States and Foreign... 181 353 437 382 127 126 129 


Totals. _._.___....7083 6847 6641 6679 6983 7447 7893 
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FINANCIAL STATEMENT 


Financial Statement, Southern Medical Association, for Eleven 
Months Ending September 30, 1948. 

















Debits Credits 
Surplus —_____ $107,405.49 
U. S. Government Bonds __ $ 93,645.00 
Air Lines Travel Fund__— 403.85 
.._.. eS 1,273.32 
Furniture and Fixtures male 4,655.24 
ee 366.82 
Revenue: 
Advertising 9 -............_. $_ 51,905.20 
a ee 33,626.25 
Subscriptions 00.000 «=# 4,212.32 
0 A Ee re 332.76 
ee | 
Interest on Bonds, Savings 1,625.00 
Interest and Discount —_.. 259.57 $128,016.10 
Expenses: 
Publihiag ...................§ 36,005.28 
Cuts and Electros idimniccss: See 
Journal Wrappers —.__.___ 930.23 
Second Class Postage _.... 1,375.00 
Office Postage ———......... 1,754.50 
a... ....... 32,480.36 
Section Stenographers | acco gee 
Stationery and Printing... 7,942.68 
Office Supplies and Expense 859.25 
Telephone and Telegraph ... 862.49 
CGiice Eat... ‘ 2,915.00 
Subscription Commissions 31.00 
Advertising Expense .._. 258.45 
Addressograph Expense -.. 84.87 
Traveling Expense -... 3,457.77 
Expense at Miami —....._. 243.00 
Expense at Baltimore... 24,513.94 
Banking Expense ~~~ 19.44 
Section Secretaries Expense . 181.90 
Women’s Auxiliary — 250.00 
General Expense —......... 3,374.05 121,599.11 
Accounts Receivable -.. 2,193.46 
Accounts — pias 1,845.30 
Cash Phailiaseapicdastalabanii 13,863.73 
$237,633.71 $237,633.71 
SUMMARY OF EARNINGS 
Revenue Accounts . $128,016.10 
Expense Accounts ae 
Net Profit before Depreciation for Eleven Months 
Ending September 30, 1948_.___._.___. $ 6,416.99 
SURPLUS ACCOUNT 
Surplus, October 31, 1947, after closing - $107,405.49 
Add Net Profit before Depreciation f for Eleven n Months 
Ending September 30, 1948 ....___.__ ..... 6,416.99 
Surplus September 30, 1948, after closing... $113,822.48 


STATEMENT OF ASSETS —. LIABILITIES 
September 30, 1948 











Assets 

U. S. Government Bonds at Cost... a 
Air Line Travel Fund _. AE he Se EE OT 403.85 
ree Sack ........... Katehi eeylensi crises, nn 
Nal Ree IG A ED 4,288.42 
Accounts Receivable —... —_.. 2,193.46 
Cash 13,863.73 

$115,667.78 

Liabilities 

Accounts Payable es 
Surplus 113,822.48 





$115,667.78 
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SCIENTIFIC AWARDS 


The Committee on Scientific Awards presented the following 
report: 


Your Committee on Scientific Awards visited the scientific 
exhibits and, after studying the exhibits, make the following 
report: 


First award to J. Brown Farrior, Tampa, Florida (work done 
at Ochsner Clinic, New Orleans, Louisiana) for his exhibit on 
the fenestration operation. 


Second award to Albert J. Sullivan, Thomas E. McKell and 
Frederick C. Rehfeldt, Ochsner Clinic, New Orleans, Louisiana, 
for their exhibit on etiology of peptic ulcer: a psychosomatic 
survey. 


Third award to H. Stephen Weens, James V. Warren, David F. 
James and Herbert M. Olnick, Emory University School of Medi- 
cine and Grady Memorial Hospital, Atlanta, Georgia, for their 
exhibit on contrast visualization of the vascular system. 


Honorable mention to: 


John E. Gregory, Pasadena Research Laboratories, San Marino, 
California, for his exhibit on pathogenesis of cancer: 


Oscar B. Hunter, Jr., Washington, D. C., for his exhibit on 
differential diagnosis of jaundice. 


Thomas G. Hull, American Medical Association, Chicago, 
Illinois, for his exhibit on mechanical quackery. 


J. R. Garner, Atlanta, Georgia, for his exhibit on posture 
studies. 


David Cayer, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina, for his exhibit 
on vitamin requirements in health and disease. 


(Signed) ARTHUR H. LONDON, Jr., Chairman, 
JOSEPH S. STEWART, 
W. AMBROSE MCcGEE, 
Committee. 


The Committee on Scientific Awards is to consist of members 
of the Association, to be appointed by the Chairman of the 
Council, one to be a member of the Council and Chairman 
of the Committee. 


WOMEN PHYSICIANS 


The thirty-fourth annual meeting and luncheon for Women 
Physicians of the Southern Medical Association was held at 
Miami, Florida, Tuesday, October 26, at 1:30 p. m., at the Tatem 
Hotel. Dr. Emily Gardner, Richmond, Virginia, Chairman of 
Women Physicians of the Southern Medical Association, presided. 
The Everglades Hotel was hotel headquarters. 


-Following the annual meeting and luncheon there was a 
Cabana’ party at the Tatem Surf Club, Miami Beach, on Tues- 
day, October 26, from 3:00 to 6:00 p. m. 


Dr. Martiele Turner, Coral Gables, was Chairman of the Com- 
mittee for Women Physicians, and associated with her was Dr. 
Iva C. Youmans, Dr. Rose London, Dr. Marie Padorr and Dr. 
Ella Hedigar. 


Dr. Helen Gladys Kain, Washington, District of Columbia, was 
elected Chairman; and Dr. Hilla Sheriff, Columbia, South Carolina, 
Vice-Chairman. 


ENTERTAINMENT 


The President’s Reception and Ball, held at the Municipal 
Auditorium on Tuesday evening, October 26, the Southern Medi- 
cal Association being the host, was the only official entertainment 
feature for physicians and ladies attending the Miami meeting. 
This entertainment feature was greatly enjoyed and appreciated 
by the physicians and their ladies as evidenced by the large 
number who attended. 
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REGISTRATION 
Miami Meeting, Southern Medical Association, 
October 25-28, 1948 
Number Ladies 
Number Accompanying 
: Physicians Physicians 

Alabama 80 46 
Arkansas __ 18 12 
District of Columbia —— esonsiaiiteiiaan -~ 44 18 
Florida (outside Dade County)- 264 112 
Dade County (Miami, etc.) —_.___._ 508 -- 
Georgia 126 66 
Kentucky 39 22 
Louisi 55 20 
Maryland 35 16 
Mississippi 23 13 
Missouri 38 21 
North Carolina 67 39 
Oklahoma 13 12 
South Carolina 26 13 
T 63 36 
Texas 42 27 
Virginia 56 34 
West Virginia 24 14 
Other States and Foreign... 74 31 


Total Physicians —..____. 
Technical Exhibitors 
Nurses —s " m 
I IND nitcnictisininsstomninnstiaesntncienit 















Technicians _ 
Miscell 
2122 
Ladies 552 
Grand Total 2674 





These figures are compiled from the card registration. In a 
meeting like the Southern Medical Association where there is 
no registration fee and where meetings are held in buildings other 
than where the registration and exhibits are held and where there 
are no guards on the doors at the meeting rooms requiring a 
badge for admission, there are always a number of physicians 
attending who neglect to register. The number attending such 
meetings who neglect to register is variously estimated at from 
three to ten per cent of the total registration. It is believed 
that at least five per cent of the physicians who attended the 
Miami meeting did neglect to register, and if this is true, an 
additional 80 physicians should be added to the 1,595 who did 
register, making the actual attendance apparently at least 1,675 
physicians with a grand total of 2,754. 





TRAP AND SKEET SHOOTING TOURNAMENT 


Dr. Frazier J. Payton, Chairman of the Committee on Trap 
and Skeet Shooting, Miami, Florida, makes the following report: 


The seventeenth annual Trap and Skeet Shooting Tournament 
of the Southern Medical Association was held at the Peckaway 
Skeet and Trap Club, Miami, on Tuesday, October 26, beginning 
at 1:00 p.m., the first time a tournament has been held since 
the St. Louis meeting in 1941. 


For the Atlanta Journal Bowl, 16-yard trap, 50 targets: first 
award to Dr. J. E. Stevenson, Fort Smith, Arkansas, who retires 
the trophy; second award to Dr. John R. Hilsenbeck, Miami, 
Florida, personal trophy; third award to Dr. Jack Miller, Louis- 
ville, Kentucky, decorative ice container. 


For the Dr. Eugene K. Jaudon Trophy, handicap trap, 100 
targets: first award to Dr. Frazier J. Payton, Miami, Florida, 
leg on trophy—personal trophy; second award to Dr. John R. 
Hilsenbeck, Miami, Florida, personal trophy; third award to Dr. 
John Dees, Miami, Florida, decorative ice container. 


For the Dr. Wm. B. Mell Trophy: first award to Dr. Frazier 
J. Payton, Miami, Florida, leg and personal trophy; second award 
to Dr. John Dees, Miami, Florida, personal trophy; third 
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award to Dr. J. M. Reese, Lutherville, Maryland, decorative ice 
container. 


For the Mallinckrodt Chemical Works Bowl, high overall (50 
targets, 16-yard trap—first 50 target skeet): Dr. John R. Hilsen- 
beck, Miami, Florida, winner. 


Although the Atlanta Journal Bowl has been retired from com- 
petition, the Mallinckrodt Chemical Works Bowl, the Dr. Eugene 
K. Jaudon Trophy and the Dr. Wm. B. Mell Trophy, to be won 
three times by the same shooter, will be in competition at the 
Tournament shoot next year. The Dr. Eugene K. Jaudon Trophy 
was presented for the first time this year in honor of the late 
Dr. Eugene K. Jaudon, who was an outstanding member of the 
Dade County Medical Association and a very enthusiastic trap 
shooter. The Dr. Wm. B. Mell Trophy, presented for the first 
time this year, was given by the Miami Dental Society. 


(Signed) FRAZIER J. PEYTON, Chairman. 





GOLF TOURNAMENT 


Dr. Charles R. Burbacher, Chairman of Golf Committee, 
Miami, makes the following report for his Committee: 


The twenty-third annual golf tournament for physicians of 
the Southern Medical Association was held on Tuesday and 
Wednesday, October 26 and 27, at the Riviera Country Club, 
Coral Gables, Florida. Seventy members participated. 

Dr. Arthur H. Weiland, Coral Gables, Florida, won the Ralston 
Purina Cup for low gross score, senior class. 

Dr. James T. Shelden, Lakeland, Florida, won the Dallas 
Morning News Trophy for handicap low net. 

Dr. Walter F. Davey, Stuart, Florida, won the Daily Oklahoman 
and Times Cup awarded annually for low gross score, junior 
class. 

Dr. James T. Shelden, Lakeland, Florida, and Dr. C. R. Bur- 
bacher, Miami, Florida, tied for the Schwarzschild Trophy for 
runner-up in low gross. A coin toss resulted in Dr. Burbacher 
holding the cup for one year. 

The Oklahoman and Times Cup, the Dallas Morning News Cup, 
the Schwarzschild Cup and the Ralston Purina Cup must be 
won three times by the same golfer to become the permanent 
possession of a contestant. In so far as none of the trophies 
have been won three times, they will all be in play next year. 


(Signed) CHARLES R. BURBACHER, Chairman. 





AFTER MIAMI, HAVANA AND NASSAU 


After the Miami meeting there were tours to Havana and 
Nassau, and a combined tour to both Havana and Nassau. The 
National Hotel in Havana and the Royal Victoria Hotel in Nassau 
were headquarters. Fifty-three went on the tours. All enjoyed 
the sightseeing and special places of interest and especially the 
reception given the visiting physicians by the Colegio Medico 
Nacional de Cuba (National Medical Association of Cuba) at its 
headquarters, 61 Malecon Drive, and the Southern Medical 
Association banquet at the National Hotel with leading physi- 
cians of Cuba and their wives as guests. The tours were under 
the direction of Mr. Alfred Canel, Miami, and Mr. Jose B. 
Guzman, Havana, of Canel, Incorporated, Miami. 





HOBBY EXHIBITS 


The Association had its eighth Hobby Exhibit in connection 
with the Miami meeting. Here are the names of the physicians 
who exhibited some of their hobby work: 


Julius Alexander, Miami, Fla.: Primitive Wood Carvings Done 
by Natives. 


Lassar Alexander, Miami, Fla.: Antique Firearms. 


Irvine Grote, Chattanooga, Tenn.: Collection of Sixteenth, Seven- 
teenth, Eighteenth, Nineteenth, and Twentieth Century Herbals 
and Related Books. 

Pemberton Parker, Arnold, Mo.: Photographic Reproductions of 
Original Sketches. 


A. W. Wood,* Miami, Fla.: Wood Carvings from Native Florida 
Woods. 





*Died November 21, 1948. 
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SCIENTIFIC AND TECHNICAL EXHIBITS 


The Scientific and Technical Exhibits in connection with the 
forty-second annual meeting of the Southern Medical Association 
were all placed in the Convention Hall at Dinner Key, Miami, 
and were open on Monday, October 25, through Thursday, 
October 27, from 8:30 a.m. to 5:30 p.m. 


There were one hundred and fourteen (114) Scientific Exhibits, 
representing all phases of medicine and surgery, many of them 
being original research work. The Scientific Exhibits were con- 
veniently placed and arranged so they could be easily seen and 
studied. See below complete list of Scientific Exhibits. 


In the Technical Exhibits there were ninety-one (91) business 
firms with a total of two hundred and five (205) exhibit spaces. 
See page 260 for complete list of business firms. 


SCIENTIFIC EXHIBITS 


The following were the Scientific Exhibits at the Miami 
meeting: 


Federal Security Agency (U. S. Public Health Service) 


Federal Security Agency, Public Health Service, Foreign Quaran- 
tine Division, Washington. D. C.: The Threat of Disease 
Importation and Our Means of Protection. 


Federal Security Agency, Public Health Service, Industrial Hy- 
giene Division, Paul C. Campbell, Jr., Surgeon, and Donald J. 
Birmingham, Surgeon, Washington, D. C.: Use and Abuse of 
the Patch Test. 


Federal Security Agency, Public Health Service, States Relations 
Division, Diabetes Section, Malcolm J. Ford, Surgeon, Esther 
M. Brownell (Miss), and Erich Heftmann (Mr.), Washington, 
Siew Demonstration of Blood Glucose Screening Test in 

tes. 


Federal Security Agency, Public Health Service, Tuberculosis 
Control Division, C. E. Palmer, L. B. Edwards and Ira Lewis, 
Washington, D. C.: Pulmonary Findings on Initial X-Ray 
Examination Among Student Nurses on Admission to Training. 


Federal Security Agency, Public Health Service, Venereal Disease 
Division, Theodore J. Bauer, Medical Director, Washington, 
D. C.: Important Laboratory Aids in Syphilis; Penicillin in 
Prenatal Syphilis and Neurosyphilis. 

Federal Security Agency, Public Health Service, National Insti- 
tute of Health, Division of Tropical Diseases, Bethesda, Md.: 
Diagnosis of Amebiasis by Complement Fixation. 


Federal Security Agency, Public Health Service, Division of Com- 
missioned Officers, Washington, D. C.: Opportunity in the 
U. S. Public Health Service. 


U.S. Army 


The Surgeon General, Department of the Army, Army Medical 
Department, Washington, D. C.: Military Medicine. 


U. S. Navy 


Bureau of Medicine and Surgery, Navy Department, Washington, 
D. C.: The U. S. Naval Graduate Medical Training Program. 


Veterans Administration 


A. Ray Dawson, Physical Medicine Rehabilitation Service, Wash- 
ington, D. C.: Physical Medicine Rehabilitation in the Veter- 
ans Administration. 


The Veterans Administration Hospital, Coral Gables, Fla.: (1) 
Sarcoidosis with Cardiac Manifestations, (2) Needle Biopsy of 
Liver, (3) Hypersplenism, (4) Control of Esophageal Hemor- 
rhage, (5) Urinary Calculus. 


William T. Doran, Veterans Administration, Washington, D. C.: 
Medical Education Program of the Veterans Administration. 


George E. Snider and Philip H. Landers, Veterans Administration 
Hospital, Fort Howard, Md.: Nitrogen Mustard in the Treat- 
ment of Boeck’s Sarcoid. 


American Red Cross 


The American National Red Cross, Washington, D. C.: Serving 
Humanity and Science with Human Blood. 
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National Cancer Institute 


National Cancer Institute, Environmental Cancer Section, Cancer 
Control Branch, U. S. Public Health Service, Bethesda, Md.: 
Environmental Cancer Can Be Controlled. 


Communicable Disease (U. S. Public Health Service) 


Communicable Disease Center, U. S. Public Health Service, 
Atlanta, Ga.: Laboratory Diagnosis of Pulmonary Disease. 


U. S. Department of Agriculture 


U. S. Department of Agriculture, Bureau of Entomology and 
Plant Quarantine, Florida Research Laboratory, Orlando, Fila.: 
Arthropod Vectors of Diseases. 


Institute of Inter-American Affairs 


The Institute of Inter-American Affairs, W. W. Peter, Chief, 
Medical Section, Washington, D. C.: Visualization of Medical 
and Health Facilities Constructed and Operated by the Coopera- 
tive Health Service. 


Atomic Energy Commission 


Atomic Energy Commission, Isotopes Division, Oak Ridge, Tenn.: 
Radioisotopes: What They Are, How They Are Made, and How 
They Are Used in Medicine. 


Medical Technologists 


Lall G. Montgomery, American Society of Clinical Pathologists, 
Muncie, Ind.: Registry of Medical Technologists. 


Eye, Ear, Nose and Throat 


J. Brown Farrior, Ochsner Clinic, New Orleans, La., now at 
Tampa Municipal Hospital, Tampa, Fla.: The Fenestration 
Operation. 


Gilbert E. Fisher and John S. Odess, Medical College of Ala- 


ae, Birmingham, Ala.: Management of Esophageal Obstruc- 
ion. 


Joseph I. Kemler, Sinai Hospital, Baltimore, Md.: Bilateral 
Thyrotomy for Carcinoma of the Larynx: Improved Technic. 


Nathaniel M. Levin, Miami, Fla.: Esophageal Speech Following 
Total Laryngectomy. 


Walter J. Romejko and Mary Kramer, George Washington Uni- 
ey en Washington, D. C.: Orthoptics—Investigation 
of Fusion. 


A. C. Stutsman, Washington University School of Medicine, St. 
Louis, Mo.: Foreign Bodies of the Tracheal Bronchial Tree 
and Esophagus. 


Richard W. Wilkinson, Department of Ophthalmology, George 
Washington University School of Medicine, Washington, D. C.: 
External and Fundus Ocular Diseases. 


General Surgery 


Thomas Bradley, George Washington University School of Medi- 
cine, Washington, D. C.: Physiology of Abdominal Pain. 


Dan C. Donald, Medical College of Alabama and Baptist Hos- 
pitals, Birmingham, Ala.: Value Derived from Utilizing the 
Component Parts of the Transversalis Fascia and Cooper’s 
a in the Repair of Large Indirect and Direct Inguinal 

ernia. 


A. P. Hudgins, Charleston, W. Va.: Sitz Bath for Postoperative 
Perineal Care. 


Frank P. Coleman (Richmond, Va.); and DeWitt C. Daughtry 
(Miami, Fla.), Departments of Surgery and Visual Education, 
Medical College of Virginia, Richmond Va.: Bronchiectasis— 
Fundamental Concepts of Present-Day Management. 


Albert J. Sullivan, Thomas E. McKell and Frederick C. Rehfeldt, 
sner Clinic, New Orleans, La.: Etiology of Peptic Ulcer: 
A Psychosomatic Survey. 


Ernest T. Trice, Grace Hospital, Richmond, Va.: Early Ambula- 


tion _ after Surgery and Inguinal Herniorrhaphy for Indirect 
Inguinal Hernia. 


Jacob J. Weinstein, George Washington University School of 
Medicine, Washington, D. C.: Parenteral Proteins in Surgery. 


Robert W. Bartlett, Washington University School of Medicine, 
St. Louis, Mo.: The Surgical Management of Large Goiters. 
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Neurosurgery 


M. Barfield-Carter, J. W. Underwood and J. Garber Galbraith, 
Departments of Radiology and Neurosurgery, Medical College 
of Alabama, Birmingham, Ala.: Pneumography in the Diag- 
nosis of Brain Tumors. 


Walter Freeman, Robert H. Groh, Marion B. Richmond and 
William Stark, George Washington University School of Medi- 
cine, Washington, D. C.: Gross Specimens of Neuropathology 
Mounted in Plastic. 


J. Garber Galbraith and William B. Patton, Department of 
Neurosurgery, Medical College of Alabama, Birmingham, Ala.: 
Cerebral Arteriography. 


John P. Gallagher, Washington, D. C. (work done at Queens 
General Hospital, New York, N. Y.): Craniocerebral Trauma. 


Arthur A. Morris, Doctors Hospital, Washington, D. C.: Electro- 
encephalographic Localization of Epileptogenic Lesions of the 
Brain and Their Surgical Treatment: Preliminary Observations. 


Robert H. Groh, Department of Neurology, George Washington 
University School of Medicine, Washington, D. C.: Arterial 
Neuralgia of the Head. 


Robert D. Woolsey, St. Louis University School of Medicine, St. 
Louis, Mo.: Trigeminal Neuralgia—Differential Section of Fifth 
Nerve. 


Obstetrics and Gynecology 

William Bickers, Richmond, Va.: Uterine Contractions. 

Vincente D’Ingianni, Mercy Hospital-Soniat Memorial, New Or- 
leans, La.: Implantation of Fallopian Tube Employing a 
Cannula. 

Metropolitan Life Insurance Company, New York, N. Y.: Recent 
Progress in Maternal and Infant Welfare. 


Willard R. Starnes, J. K. Cline and R. S. Teague, Medical Col- 
lege of Alabama, Birmingham, Ala.: Urinary Excretion of 17- 
Ketosteroids and Gonadotropin. 


Richard Torpin and Jule C. Neal, University of Georgia School 
of Medicine, Augusta, Ga.: Physiology of Labor. 


George A. Williams and John B. Varner, Atlanta, Ga.: Studies 
in Hysterosalpingography. 


Buford Word and Ernest B. Oliver, Birmingham, Ala.: Extraperi- 
toneal Cesarean Section. 
Orthopedic Surgery 


Harold B. Boyd, Alvin J. Ingram and H. O. Bourkard, Campbell 
Clinic, Memphis, Tenn.: Diagnosis and Treatment of Slipped 
Femoral Epiphysis. 


George Cooper, Jr., and Charles Frankel, University of Virginia 
Hospital, Charlottesville, Va.: Injuries of the Carpal Bones. 


J. R. Garner, Atlanta, Ga.: Posture Studies. 


Guerdan Hardy, St. Mo.: 
(Malar) Bone. 


Garrett Pipkin, St. Joseph Hospital, Kansas City, Mo.: Puzzling 
Knee Symptoms Resembling Injured Cartilages. 


Leslie V. Rush and H. Lowry Rush, Rush Memorial Hospital, 
Meridian, Miss.: Longitudinal Pin Fixation of Fractures. 


Louis, Fractures of the Zygomatic 


Plastic Surgery 


James Barrett Brown, Frank McDowell, L. T. Byars and Minot 
P. Fryer, Washington University School of Medicine, St. Louis, 
Mo.: Plastic Surgery Repair of Congenital Deformities. 

Harry B. Macey, Scott and White Clinic, Temple, Tex.: Plastic 
Procedure for Disabling Lymphedema of the Extremities. 


Neal Owens, New Orleans, La.: Plastic Surgery. 
Alfred J. Suraci, Sibley Memorial Hospital, Washington, D. Cs: 
Maxillofacial and Reconstructive Surgery. 
Howard E. Dorton and Jack G. Webb, Lexington, Ky.: Recon- 
structive Surgery in the Correction of Contractures. 
Anesthetics 
Nick Accardo and John Adriani, Louisiana State University School 


of Medicine and Charity Hospital, New Orleans, La.: Brachial 
Plexus Block. 
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Cardiology 


Wendell G. Scott, Merl J. Carson, Thomas H. Burford and Sher- 
wood Moore, Washington University School of Medicine, St. 
Louis, Mo.: Diagnosis of Congenital Heart Disease by Angi- 
ography and Aortography. 


Experimental Medicine 


Clyde Brooks, University of Miami, Medical Department, Miami, 
Fla. (work done at Louisiana State University School of 
Medicine, New Orleans, La.): Blood Sedimentation and Chemo- 
therapy in Tuberculosis. 


Virginia Whiteside Carlson and Warner W. Carlson, Medical Col- 
lege of Alabama, Birmingham, Ala.: Polysaccharide Synthesis by 
acteria. 


Henry L. Schmidt, Jr., Lester L. Bowles, V. P. Sydenstricker, 
W. K. Hall, Edgar R. Pund and J. L. Berg, University of 
Georgia School of Medicine, Augusta, Ga.: Ocular Changes 
Resulting from Nutritional Deficiencies in the Rat. 


General Medicine 


Lester S. Blumenthal, George Washington University School of 
Medicine, Washington, D. C.: Vascular Headache. 


David Cayer, Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, N. C.: Vitamin Requirements in 
Health and Disease. 


Herbert L. Clay, Jr., University of Louisville School of Medi- 
cine, Louisville, Ky.: Needle Biopsy of the Liver. 


Louis L. Friedman, L. O. Davenport and Robert H. Marks, 
Jefferson County Tuberculosis Sanatorium, Birmingham, Ala.: 
Experiences with Extrapleural Pneumothorax. 


Thomas G. Hull, American Medical Association, Chicago, II.: 
Mechanical Quackery. 


Oscar B. Hunter, Sr., Clift P. Berger and George J. Carroll, 
Sibley _Memorial Hospital, Washington, D. C.: Progressive 
Ulceration of the Abdominal Wall—Amoebiasis Cutis. 


Oscar B. Hunter, Jr., Washington, D. C.: Differential Diagnosis 
of Jaundice. 


Wayne McFarland and Charles S. Wise, George Washington 
University School of Medicine, Washington, D. C.: Highlights 
in the History of Electricity in Medicine. 


Arnold MecNitt, R. Lyman Sexton, Maurice Protas and Lillian 
C. Williams (A.D.A.), Doct Hospital, Washi , 
Sienaie mew ors Hospital, Washington, D. C.: 

Ray O. Noojin and Hugh B. Praytor, Medical College of Ala- 
bama, Birmingham, Ala.: Fever Therapy. -_e 


Sheppard and Enoch Pratt Hospital, Towson, Md.: Occupational 
and Recreational Therapy in a Psychiatric Hospital. 


Donald M. Stubbs, John J. Andrina and Paul Elsberg, Doctors 
Hospital, Washington, D. C.: Management of Pain. 


John A. Wagner, J. A. Alvarez, L. O. J. Manganiello, G. W. 
Smith and Ww. H. M rg, University of Maryland School 
of Medicine, Baltimore, Md.: Diagnosis of Central Nervous 
System Torulosis. 


Pediatrics 


Harry M. Gilkey, Children’s Mercy Hospital, Kansas City, Mo.: 
Cancer in Children. 


James G. Hughes, University of Tennessee School of Medicine, 
Memphis, Tenn.: Jet Injection in Pediatric Practice. 


Aims C. McGuinness, Harriet M. Felton and Cecilia Y. Willard 
(M.S.), Children’s Hospital of Philadelphia, Philadelphia, Pa.: 
Whooping Cough, Diagnosis, Passive Immunization and Treat- 
es Detection of Susceptibility by Agglutinogen 

in Test. 


William A. Reilly, University of California and University of 
Arkansas Schools of Medicine, Little Rock, Ark.: Endocrine 
Problems in Children. 


Public Health 


Herman N. Bundesen and William J. Fishbein, Chicago Health 
Department, and Albert E. Casey and Frank M. Schabel, 
Department of Pathology and Bacteriology, Baptist Hospital, 
Birmingham, Ala., and Francis B. Gordon, Department of 
Bacteriology, University of Chicago, Chicago, Ill.: Poliomye- 
litis Survey, Chicago, 1945-1948. 
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Albert Heyman, Genito-infectious Disease Clinic, Emory Uni- 
versity School of Medicine, Grady Memorial Hospital and 
Georgia Department of Public Health, Atlanta, Ga.: Modern 
Diagnosis and Treatment of Venereal Disease. 


The National Foundation for Infantile Paralysis, Inc., New 
York, N. Y., and The Georgia Warm Springs Foundation, 
Warm Springs, Ga.: The Treatment of Infantile Paralysis. 


Cancer—Diagnosis 


J. Ernest Ayre, Montreal, Canada, Ralph W. Jack and Joseph 
W. Scott, Miami, Fla. (in collaboration with The Bob Seibels, 
Jr., M.D. Memorial Laboratory, Columbia, S. C.): The 
Vaginal Smear and the “Surface-biopsy”’ Cytology Methods 
in Early Uterine Cancer Diagnosis. 


Francis A. Ellis, University of Maryland School of Medicine, 
Baltimore, Md.: Summary of Histopathology of Thirty-two 
Non-neoplastic Skin Diseases: Diagnostic by Biopsy. 

Karl John Karnaky, Baylor University School of Medicine and 
Jefferson Davis Hospital, Houston, Tex.: Cervico-Uterine 
Smear in the Detection of Cancer. 


Richard E. Kelso, Georgetown University School of Medicine, 
Washington, D. C.: Cytological Study for Cancer Diagnosis. 


H. E. Nieburgs and Edgar R. Pund, University of Georgia 
Schcol of Medicine and University Hospital, Augusta, Ga.: 
Diagnosis of Preinvasive and Invasive Carcinoma of the Cervix 
Uteri. 

Cecil O. Patterson and Milford O. Rouse, Department of Internal 
Medicine — Gastroenterology, Southwestern Medical College, 
Gastroenterology Clinics, Parkland Hospital, Baylor University 
Hospital, Dallas, Texas: Differential Diagnosis of Gastric 
Carcinoma. 


Everett L. Pirkey, University of Louisville School of Medicine, 
Louisville, Ky.: X-Ray Diagnosis of Cancer of the Lung. 


Cancer—General 


Robert J. Coffey, Georgetown University Medical Center, and 
J. M. Hanner, Commander, Medical Corps, U. S. Navy, 
Washington, D. C.: Cancer of the Large Bowel. 


Ernest A. Gould and Theodore Winship, Garfield Memorial Hos- 
pital, Washington, D. C.: Cancer of the Thyroid Gland. 


Paul Kiernan, Georgetown University Medical Center, Washington, 
D. C.: Cancer of the Breast. 


American Cancer Society, New York, N. Y.: Cancer Registration. 


J. Elliott Scarborough, Robert L. Brown and Everett L. Bishop, 
Emory University School of Medicine (Robert Winship Memorial 
Clinic), Emory University, Ga.: Melanomas. 

Wesley W. Wilson, Tumor Clinic, Tampa Municipal Hospital, 
Tampa, Fla.: Skin Cancer. 


Cancer—Research 


Albert E. Casey, George R. Drysdale, Gordon L. Ross and 
Bruce A. Elrod, Department of Pathology and Bacteriology, 
Baptist Hospital, Birmingham, Ala.: Factors Influencing Metas- 
tasis: Immunity and Natural Resistance to an Experimental 
Cancer. 


John E. Gregory, Pasadena Research Laboratories, San Marino, 
Cal.: Pathogenesis of Cancer. 


. X-Ray Diagnosis - 

Arthur C. Christie, Fred O. Coe, Aubrey O. Hampton and 
George W. Wyatt, The Radiological Clinic of Drs. Groover, 
Christie and Merritt, Washington, D. C.: Roentgenologic 
Aspects of Rectal Bleeding. 

Herbert D. Hebel, McLemore Birdsong and Armistead P. Booker, 
University of Virginia Hospital, Charlottesville, Va.: Roentgen 
Demonstration of Surgical Emergencies of the Newborn. 

Robert D. Moreton, Scott and White Clinic, Temple, Tex.: 
Advantages of Double Contrast Studies of the Colon. 

Stanley H. Macht and Paul W. Roman, Baltimore City Hos- 
pitals, Baltimore, Md.: Radiologic Changes in Sickle Cell 
Anemia. 


H. Stephen Weens, James V. Warren, David F. James and Herbert 
M. Olnick, Emory University School of Medicine and Grady 
Memorial Hospital, Atlanta, Ga.: Contrast Visualization of the 
Vascular System. 
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Special Laboratory Diagnosis 


Blood Bank of Dade County, Inc., Miami, Fla.: 
Procedure. 


Blood Bank 


Samuel Ross Taggart, Venereal Disease Bureau, District of 
Columbia Health Department, Washington, D. C.: Necessity 
for Routine Spinal Fluid Examination in Syphilis. 


Lawrence J. Thomas, Leon Gerber and Hyman Zimmerman, 
George Washington University School of Medicine, Washington, 
D. C.: Liver Biopsy: Technics and Applications. 


Dentistry 


Joseph F. Volker, University of Alabama School of Dentistry, 
Birmingham, Ala.: The Prevention of Dental Caries. 





MOTION PICTURES 
Dinner Key, Convention Hall, Room 2 


As part of the Miami meeting there were motion pictures rin- 
ning continuously on Tuesday, October 26, 8:30 a. m. to 12 noon, 
and on Wednesday and Thursday, October 27 and 28, 8:30 to 
5:30 p. m., with request periods at specified times. 


Tuesday forenoon, October 26, 9:00 a. m. 


“Bilateral Thyrotomy for Carcinoma of the Larynx” (14 minutes 
-—9:00 a. m.), Joseph I. Kemler, Sinai Hospital, Baltimore, Md. 


“Removal of Tumor Through Inferior Approach: Repair of Ec- 
tropion by Kuhnt-Szymanowski” (14 minutes—9:14 a. m.), 
Alston Callahan, Medical College of Alabama, Birmingham, Ala. 


“Use of Radium in the Treatment of Nasopharyngeal Lymphoid 
Tissue and in the Prevention of Conduction Deafness” (15 
minutes—9:28 a. m.), Gilbert E. Fisher, Medical College of 
Alabama, Birmingham, Ala. 


“Ear Surgery in Facial Paralysis’ (25 minutes—9:43 a.m.), J. 
Brown Farrior (work done at Ochsner Clinic, New Orleans, La.), 
Tampa, Fila. 


“Total Laryngectomy” (15 minutes—10:08 a. m.), John J. Con- 
ley, Pack Medical Group, New York, N. Y. 


“Total Laryngectomy and Esophageal Speech” (16 minutes— 
10:23 a. m.), Nathaniel M. Levin, Chevalier Jackson Broncho- 
scopic Clinic, Temple University and Northeastern Hospitals, 
Philadelphia, Pa. 


“Radical Resection of Palate and Maxillae for Carcinoma— 
Plastic Repair and Prosthesis” (15 minutes—10:39 a. m.), 
John J. Conley, Pack Medical Group, New York, N. Y. 


“Thoracic Surgery, Part II: Foreign Bodies in the Lung and 
Mediastinum” (30 minutes—10:54 a. m.), The Surgeon Gen- 
eral, Department of the Army, Washington, D. C. 


“Trigeminal Neuralgia” (22 minutes—11:24 a. m.), Robert D. 
Woolsey, St. Louis University School of Medicine, St. Louis, 
Mo. 


“Applications of Cineradiography” (15 minutes—11:46 a. m.), 
James V. Warren, H. Stephen Weens, Robert L. McWhorter 
and Harold L. Murray, Emory University School of Medicine, 
Atlanta, Ga. 


“Be Your Age” (11.5 minutes—12:01 noon), D. B. Armstrong, 
Health and Welfare Division, Metropolitan Life Insurance Com- 
pany, New York, N. Y. 


Wednesday, October 27, 9:00 a. m 


“Internal Wiring of Fractured Jaws’ (14 minutes—9:00 a. m.), 
James Barrett Brown and Frank McDowell, Washington Uni- 
versity School of Medicine, St. Louis, Mo. 


“Plastic Procedure for Disabling Lymphedema of the Extremi- 
ties’”’ (14 minutes—9:00 3. m.), Harry B. Macey (Mayo Clinic, 
Rochester, Minn.), Scott and White Clinic, Temple, Tex. 


“Inguinal Herniorrhaphy for Indirect Inguinal Hernia (Shouldice 
Method)” (9 minutes—9:38 a. m.), Ernest T. Trice, Richmond, 
Va. 

“Bilateral Nephropexy—Posterior Approach” (12 minutes—9:47 
a. m.), Fred K. Garvey, Bowman Gray School of Medicine of 
Wake Forest College, Winston-Salem, N. C. 


MINUTES, MIAMI MEETING 


247 


“Lumbar Sympathectomy” (30 minutes—9:59 a. m.), 
Gerber, George Washington University and Gallinger iowtiel 
Washington, a & 


“Stenosing Tenosynovitis at Radial Styloid Process (de Quervain’s 
Disease)’”? (22 minutes—10:29 a. m.), Lyon K. Loomis, 
Louisiana State University School of Medicine, New Orleans, La. 


“‘Presacral Neurectomy for Dysmenorrhea” (20 minutes—10:51 
a. m.), John Roberts Phillips, St. Joseph’s Hospital, Houston, 
Tex. 


“Leukorrhea” (26 minutes—11:11 a. m.), William Bickers, Rich- 
mond, Va. 


“Various Lesions of the Vulva, Vagina and Cervix” (16 minutes— 
11:37 a. m.), Karl John Karnaky, Baylor University College of 
Medicine, Houston, Tex. 


“Repair of Recto-Vaginal Fistula’ (24 minutes—11:53 a. m.), 
Edgar M. Scott, Jr., Jefferson Hospital, Birmingham, Ala. 

“Vaginal Hysterectomy” (14.5 minutes—12:15 noon), 
Woolfolk Barrow, Lexington, Ky 


“Vaginal Ureterolithotomy” (12 minutes—12:30 noon), Fred K. 
Garvey, Bowman Gray oe of Medicine of Wake Forest 
College, Winston-Salem, N. C. 


David 


Wednesday, October 27, 2:00 p. m. 


“Radical Operation for Carcinoma of the Cervix” (30 minutes— 
2:00 p. m.), Joseph W. Kelso, University of Oklahoma School 
of Medicine, Oklahoma City, Okla. 


“Preclinical Cervix Cancer: Diagnosis by ‘Surface-Biopsy’” (20 
minutes—2:30 p. m.), J. Ernest Ayre, McGill Faculty of 
Medicine, Montreal, Canada 


“Smears in the Detection of Cancer of the Cervix and Uterus” 
(22 minutes—2:50 p. m.), Karl John Karnaky, Baylor Univer- 
sity College of Medicine, Houston, Tex. 


“Successful Repair of Epispadias in the Female by Internal 
Sphincteroplasty and Transplantation of Gracilis Muscle’ (15 
minutes—3:12 p. m.), Fred K. Garvey, Bowman Gray School 
of Medicine of Wake Forest College, Winston-Salem, N. C. 


“Early Diagnosis of Cancer by Exfoliated Cells’? (30 minutes— 
3:27 p. m.), H. E. Nieburgs, University of Georgia School of 
Medicine, Augusta, Ga. 


“Pathogenesis of Cancer” (30 minutes—3:57 p. m.), John E. 
Gregory, Pasadena Research Laboratories, San Marino, Cal 


“Prevent Dysentery” (7 minutes—4:27 p. m.), The Institute of 
Inter-American Affairs, W. W. Peter, Chief, Medical Section, 
Washington, D. C 


“The Typhoid Carrier” (9 minutes—4:34 p. m.), The Institute 
of Inter-American Affairs, W. W. Peter, Chief, Medical Sec- 
tion, Washington, D. C. 


“Preparation and Staining of Blood Films’ (20 minutes—4:43 
p. m.), Communicable Disease Center, U. S. Public Health 
Service, R. A. Vonderlehr, Medical Officer in Charge, Atlanta, 

a. 


“Experimental Malaria Transmission’? (20 minutes—5:03 p. m.), 
Communicable Disease Center, U. S. Public Health Service, 
R. A. Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


Thursday, October 28, 9:00 a. m. 


“Epidemiology of Murine Typhus” (20 minutes—9:00 a. m.), 
Communicable Disease Center, U. S. Public Health Service, 
R. A. Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


“Insects as Carriers of Disease’? (10 minutes—9:20 a. m.), The 
Institute of Inter-American Affairs, W. W. Peter, Chief, 
Medical Section, Washington, D. C. 


“Aircraft Quarantine’ (15 minutes—9:30 a. m.), Federal Se- 
curity Agency, Public Health Service, Foreign Quarantine 
Division, Washington, D. 


“DDT in the Control of Household Insects” (19 minutes—9:45 
a.m.), The Surgeon General, Department of the Army, Wash- 
ington, D. C. 


“Control of Louse-Borne Diseases” (16 minutes—10:04 a. m.), 
ou General, Department of the Army, Washington, 
o>. Cc 


“Physical Medical Service” (17 minutes—10:20 a. m.), The 
Surgeon General, Department of the Army, Washington, D. C. 
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“Therapeutic Exercise—-Introduction” (17 minutes—10:37 a. m.), 
a eee General, Department of the Army, Washington, 


“Dynamic Physical Reconditioning” (11 minutes—10:54 a. m.), 
~~ General, Department of the Army, Washington, 
db. CG 


“Toward Independence (Paraplegic Rehabilitation)’ (30 minutes 
11:05 a. m.), The Surgeon General, Department of the Army, 
Washington, D. C. 


“Problem Child” (25 minutes—11:35 a. m.) American Academy 
of Pediatrics, Evanston, Ill. 


“Wise Parents—Healthy Babies” (11 minutes—12:00 noon), The 
Institute of Inter-American Affairs, W. W. Peter, Chief, Medi- 
cal Section, Washington, D 


“Vaccinate Against Smallpox’? (18 minutes—12:11 p. m.), The 
Institute of Inter-American Affairs, W. W. Peter, Chief, Medi- 
cal Section, Washington, D. C. 


“A Life in Your Hands’ (10 minutes—12:19 p. m.) Clifford 
B. Fligg (Mr.), Director, Public Information, Southeastern 
Area, American Red Cross, Atlanta, Ga. 


Thursday, October 28, 2:00 p. m. 


“Your Health Center’ (8 minutes—2:00 p. m.), The Institute 
of Inter-American Affairs, W. W. Peter. * Chief, Medical Sec- 
tion, Washington, D. C. 


“Yaws” (14 minutes—2:08 p. m.), The Surgeon General, De- 
partment of the Army, Washington, D. C. 


“Pinta” (18 minutes—2:22 p. m.), wr ae General, Depart- 
ment of the Army, Washington, D. 


“Schi iasis” (27 mi 2:40 p. m.), The Surgeon Gen- 
eral, Department of the Army, Washington, >. G 





“Hookworm” (11 minutes—3:07 p. m.), The Institute of Inter- 
American — W. W. Peter, Chief, Medical Section, Wash- 
ington, . 


“‘Manson’s Blood Fluke” (20 minutes—3:18 p. m.), Communi- 
cable Disease Center, U. S. Public Health Service, R. A. 
Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


“Diagnosis of Tuberculosis with an Improved Culture Medium” 
(17 minutes—3:38 p. m.), Communicable Disease Center, U. S. 
Public Health Service, R. A. Vonderlehr, Medical Officer in 
Charge, Atlanta, Ga. 


“Electromyographic Procedure’? (7 minutes—3:55 p. m.), The 
Surgeon General, Department of the Army, Washington, D. C. 


“Electrodiagnostic Procedure” (19 minutes—4:02 p. m.). The 
Surgeon General, Department of the Army, Washington, D. C 


“Curare in Barbiturate Oxygen Anesthesia’? (20 minutes—4:21 
p. m.), T. C. Davison and A. H. Letton, Atlanta, Ga. 


FILM STRIPS 


“Life Cycle of a Malaria Parasite’ (13 minutes—4:41 p. m.), 
Communicable Disease Center, U. S. Public Health Service, 
R. A. Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


“Spread and Prevention of Trichinosis” (12 minutes—4:54 p. m.), 
Communicable Disease Center, U. S. Public Health Service, 
R. A. Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


‘Laboratory Diagnosis of Rabies’ (8 minutes—S:06 p. m.), 
Communicable Disease Center, U. S. Public Health Service, 
R. A. Vonderlehr, Medical Officer in Charge, Atlanta, Ga. 


“Venereal Disease and Tuberculosis Survey in Georgia” (12 min- 
utes—5:14 p. =). Communicable Disease Center, U. S. Public 
Health Service, R. A. Vonderlehr, Medical Officer in Charge, 
Atlanta, Ga. 


For Request Period 


“Vagotomy for Peptic Ulcer” (30 minutes), Howard E. Dorton 
and Jack G. Webb m, Ky. 


“Combined Abdomino-Perineal Resection” (20 minutes), Howard 
E. Dorton and Jack G. Webb, Lexington, Ky 
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GENERAL CLINICAL SESSION 
MIAMI DAY 
Monday, October 25, 2:00 p. m. 


A Clinical Session, MEDICINE, was held in the Barracks 
Building, Room A, Dinner Key, Miami, Dr. Herbert Eichert, 
Miami, presiding. 


The following presentations were made: 


“Mercurial Diuretics” (Lantern Slides), George F. Schmitt, 
Miami. 


“Hyperpyrexia Due to Demerol” (Lantern Slides), M. Eugene 
Flipse and M. Jay Flipse, Miami. (Paper read by Dr. M. 
Jay Filipse.) 


“Histoplasmosis: A Common Cause of Pulmonary Calcifica- 
tion” (Lantern Slides), Bernard Ross, Miami. 


“Cirrhosis of the Liver’ (Lantern Slides), Leonard G. Rown- 
tree, Miami. 


‘‘Hypersplenism: ae (Acquired) Hemolytic Anemia” (Lan- 
tern Slides), Jack O. . Rash, Miami. 


“Arrhythmias in Normal Hearts’? (Lantern Slides), David 
Nathan, Miami. 


“Vitamin E, A Therapeutic Perpetration’” (Lantern Slides), 
Herbert Eichert, Miami. 


Panel Discussion: ‘‘Anticoagulant Therapy and bi ae amr 

Disease,” E. Sterling Nichol, Miami, Moderator. Participan 
Edgar Hull, New ye Louisiana; George R. Meneely, ‘Nash 
ville, Tennessee; and O. P. J. Falk, St. Louis, Missouri. ( 
tions submitted from -the floor.) 


The Session then adjourned sine die. 





GENERAL CLINICAL SESSION 
MIAMI DAY 
Monday, October 25, 2:00 p. m. 


A Clinical Session, SURGERY, was held in the Barracks Build- 
ing, Room B, Dinner Key, Miami, Dr. Robert F. Dickey, Miami, 
presiding. 


The following presentations were made: 
PANEL DISCUSSION ON PERIPHERAL VASCULAR DISEASE 
George D. Lilly, Miami, Moderator 


“A Long Term Evaluation of Lumbar Sympathectomy in 
Peripheral Vascular Disease,” Robert M. Lee and Frederick W. 
Krauskoph, Miami. (Paper read by Dr. Lee.) 


“An Evaluation of the Vasodilating Drugs in Peripheral Vas- 
cular Disease,” Paul DeCamp, Ochsner Clinic, New Orleans, La. 

“The Use of Radioactive Isotopes in the Study of Peripheral 
Vascular Disease,’ Fred W. Cooper, Jr., Assistant Professor oi 
Surgery, Emory University School of Medicine, Atlanta, Ga. 

“Sympathectomy in Peripheral Vascular Disease,” Keith Grim- 
son, Associate Professor of Surgery, Duke University School of 
Medicine, Durham, N 

Questions on Panel Discussion submitted from the floor for 
general discussion. 


“The Surgical Management of Duodenal Ulcer,” C. Larimore 
Perry > James W. Merritt, Jr., Miami. (Paper read by Dr. 
Merritt. 


paar Chest Injuries and Therapy,” Morris H. Blau, 
Miami 


<apeaeaateal Measures for the Relief of Intractable Pain,” W. 
Tracy Haverfield and Christian Keedy, Miami. (Paper read by 
Dr. Keedy.) 


“Use of Red Cell Suspension,” Donald W. Smith and John 
Elliott (Ph.D.), Miami. (Paper read by Dr. Smith.) 


The Session then adjourned sine die. 
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GENERAL CLINICAL SESSION 
MIAMI DAY 
Monday, October 25, 2:00 p. m. 

A Clinical Session, OPHTHALMOLOGY AND OTOLARYN- 
GOLOGY, was held in the Convention Hall, Room 7, Dinner 
Key, Miami, Dr. Kenneth Whitmer, Miami, presiding. 

OTOLARYNGOLOGY 


The following presentations were made: 


“Hemoptysis of Obscure and Undetermined Origin” (Lantern 
Slides), Nathaniel Levin, Miami. 


“Rationalism of Aerosol Therapy,” A. R. Hollander, Miami 
Beach, Florida. 

“Ossification of the Laryngeal Cartilages: Relationship to Some 
Types of Laryngeal Pathology and Diagnosis” (Lantern Slides), 
H. Marshall Taylor, Jacksonville, Florida. 


“The Prevention of Secondary Hemorrhage Following Tonsil- 
lectomy” (Lantern Slides), Edley Jones, Vicksburg, Mississippi. 


“Intranasal Dacryocystotomy,” William L. Bonham, Oklahoma 
City, Oklahoma. (Paper read by Dr. J. Brown Farrior, Miami, 
in the absence of Dr. Bonham.) 

OPHTHALMOLOGY 


“Sympathetic Ophthalmia:. A Review of Cases’ (Lantern 
Slides), Sam McPherson, Durham, North Carolina. 


“The Use of Eresiphake in "Cataract Extraction,” E. R. Veirs, 
Temple, Texas. 


“Keratitis Nummularis (Dimmer): A Report of Five Cases,” 
Stacy Howell, Atlanta, Georgia, and Curtis Benton, Jr., Fort 
Lauderdale, Florida. (Paper read by Dr. Benton.) 

“Vertical Phorias,” Joe L. Berg, Albany, Georgia. 


The Session then adjourned sine die. 





SECTION ON GENERAL PRACTICE 
Officers 


Chairman—Dr. Lowry H. McDaniel, Tyronza, Arkansas. 
Vice-Chairman—Dr. Steve P. Kenyon, Dawson, Georgia. 
Secretary—Dr. David G. Miller, Jr., Morgantown, Kentucky. 


Tuesday, October 26, 9:00 a. m. 


The Section met in the Barracks Building, Room A, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Lowry H. McDaniel, Tyronza, Arkansas, who presided. 


Dr. Steve P. Kenyon, Vice-Chairman of the Section, Dawson, 
Georgia, was absent due to illness. 


Dr. George E. Burch, Professor of Medicine, Tulane University 
School of Medicine, New Orleans, Louisiana, read a paper entitled 
“Services of the Consultant in Internal Medicine to the General 
Practitioner: The Management of Acute Myocardial Infarction,” 
which was discussed by Dr. Joseph Thomas Roberts, Little Rock, 
Arkansas; Dr. Chauncey D. Leake, Galveston, Texas; Dr. M. 
Pinson Neal, Columbia, Missouri; Dr. Herbert E. Sperry, Miami, 
Florida; Dr. Max Pepper, Miami, Florida; Dr. Fount Richard- 
son, Fayetteville, Arkansas; and in closing by the essayist. 


Dr. R. L. Sanders, Memphis, Tennessee, read a paper entitled 
“When Does the General Practitioner Need a Surgeon?” (Lantern 
Slides), which was discussed by Dr. W. H. Anderson, Booneville, 
Mississippi; Dr. Wm. A. Reilly, Little Rock, Arkansas; and in 
closing by the essayist. 


Dr. Chauncey D. Leake, Dean, University of Texas Medical 
Branch, Galveston, Texas, read a paper entitled “When Does a 
Patient Need a General Practitioner?’’ (Lantern Slides), which 
was discussed by Dr. W. L. Pressly, Due West, South Carolina; 
Dr. Harvey F. Garrison, Jackson, Mississippi; Dr. Seale Harris, 
Birmingham, Alabama; and in closing by the essayist. 


The Chairman appointed the following Nominating Committee: 
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Dr. John Robt. Bender, Chairman, Winston-Salem, North Caro- 
lina; Dr. W. L. Pressly, Due West, South Carolina; and Dr. 
Fount Richardson, Fayetteville, Arkansas. 


Dr. Lowry H. McDaniel, Tyronza, Arkansas, read his Chair- 
man’s Address entitled “The Doctor’s Heart,” which was dis- 
cussed by Dr. C. C. Hillman, Miami, Florida. 


The Secretary, Dr. David G. Miller, Jr., Morgantown, Ken- 
tucky, presided for the remainder of the session while the Chair- 
man, Dr. McDaniel, represented Arkansas at a called meeting 
of the Council of the Association. 


Dr. Peter B. Wright, Professor of Orthopaedic Surgery, Uni- 
versity of Georgia School of Medicine, Augusta, Georgia, read 
a paper entitled “Errors to Avoid in the Treatment of Frac- 
tures in General Practice’ (Lantern Slides), which was dis- 
cussed by Dr. Karl Reid Rols, Sarasota, Florida; and in closing 
by the essayist. 


Dr. Louis Krause, Baltimore, Maryland, read a paper entitled 
“Classical and Biblical References to Disease.” 


The Nominating Committee reported the following nomina- 
tions for the Section officers, the nominees being duly elected 
by vote of the Section: 


Chairman—Dr. Steve P. Kenyon, Dawson, Georgia 


har ~gemaainaa David G. Miller, Jr., Morgantown, Ken- 
tucky. 


Secretary—Dr. W. H. Anderson, Booneville, Mississippi. 
The Section then adjourned sine die. 





SECTION ON MEDICINE 
Officers 


Chairman—Dr. William M. Nicholson, Durham, North Carolina. 

Vice-Chairman—Dr. Henry B. Mulholland, Charlottesville, Vir- 
ginia. 

Secretary—Dr. Harold M. Horack, New Orleans, Louisiana. 


Thursday, October 28, 9:00 a. m. 


The Section met in the Barracks Building, Room A, Dinner 
Key, Miami, Florida, and was called to order by the . 
Dr. William M. Nicholson, Department of Medicine, Duke Uni- 
versity School of Medicine, Durham, North lina, who read 
his Chairman’s- Address entitled ‘Some Clinical Manifestations 
of Abnormal Potassium Metabolism” (co-author, Dr. Walter 
Spaeth, Durham, N. C.). 


The Chairman appointed the following Nominating Committee: 
Dr. George W. Harrell, Chairman, Winston-Salem, North Caro- 
lina; Dr. Robert W. Graves, Rome, Georgia; and Dr. William 
H. Kelley, Orlando, Florida. 


Dr. George R. Meneely, Department of Medicine, Vanderbilt 
University School of Medicine and the Research Laboratory, 
Thayer Veterans Administration Hospital, Nashville, Tennessee, 
read a paper entitled “Recent Advances in Our 4 
of the Acute Episode in Coronary Arteriosclerosis,” which was 
discussed by Dr. E. Sterling Nichol, Miami, Florida; Dr. Edgar 
Hull, New Orleans, Louisiana; Dr. Joseph Thomas Roberts, 
Little Rock, Arkansas; and in closing by the essayist. 


Paper by Dr. Edwin J. Pulaski, Major, Medical Corps, Chief, 
Surgical Research Unit, and Dr. Hinton J. Baker, Captain, 
Medical Corps, Brooke General Hospital, Brooke Army Medical 
Center, Fort Sam Houston, Texas, entitled “Combined Chemo- 
therapy of Infectious Diseases,” was read by Dr. Pulaski, and 
was discussed by Dr. Thomas Edward Daly, West Palm Beach, 
Florida; and in closing by Dr. Pulaski and Dr. Baker. 


Dr. John Z. Bowers, Assistant Director and Chief of the 
Section on Medicine, Division of Biology and Medicine, United 
States Atomic Energy Commission, Washington, D. C., read a 
paper entitled “The Application of Radioactive Isotopes to Clinical 
Medicine,” which was discussed by Dr. George Schmidt, Miami, 
Florida; and in closing by the essayist. 


Dr. Ben Wilson, Department of Experimental Surgery, South- 
western Medical College, Dallas, Texas, read a paper entitled 
“The Clinical Approach to Problems of Water and Salt Metab- 
olism,” which was discussed by Dr. George R. Meneely, Nash- 
ville, Tennessee; and in closing by the essayist. 








250 SOUTHERN MEDICAL JOURNAL 


P. Dr. George T. Harrell and Dr. Manson Meads, Bow- 
me. AY School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina, entitled “‘Aureomycin: A New and Orally 
Effective Antibiotic” (Lantern Slides), was read by Dr. Harrell 
and was discussed by Dr. Elmer L. Hill, Thomasville, Georgia; 
and in closing by Dr. Harrell. 


The Nominating Committee reported the following nomina- 
tions for Section officers, the nominees being duly elected by 
vote of the Section. 


Chairman—Dr. E. Sterling Nichol, Miami, Florida. 
Vice-Chairman—Dr. J. Murray Kinsman, Louisville, Ken- 


tucky. 
Secretary—Dr. Harold M. Horack, New Orleans, Louisiana. 


The Section then adjourned sine die. 


SECTION ON GASTROENTEROLOGY 
Officers 


Chairman—Dr. Walter R. Johnson, Asheville, North Carolina. 
Vice-Chairman—Dr. Donald F. Marion, Miami, Florida. 
Secretary—-Dr. Gordon McHardy, New Orleans, Louisiana. 


Thursday, October 28, 2:00 p. m. 


The Section met in the Barracks Building, Room A, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Walter R. Johnson, Asheville, North Carolina, who presided. 

The Chairman appointed the following Nominating Committee: 
Dr. Julian M. Ruffin, Chairman, Durham, North Carolina; Dr. 
John Tilden Howard, Baltimore, Maryland; and Dr. Cecil 0. 
Patterson, Dallas, Texas 


SYMPOSIUM ON DISEASES OF THE LIVER 


Paper by Dr. David Cayer and Dr. W. Eugene Cornatzer 
(Ph.D.), Departments of Internal Medicine and Biochemistry, 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, North Carolina, entitled “‘The Use of Radioactive 
Phosphorus in Measuring Plasma Phospholipide Formation in 
Patients with Liver Disease’ (Lantern Slides), was read by 


Dr. Cayer. 


Paper by Dr. Charles M. Caravati and Dr. James MacMillan, 
Richmond, Virginia, entitled ‘Hepatic Failure with Emphasis on 
Water Balance” (Lantern Slides), was read by Dr. Caravati. 


Paper by Dr. Jerome S. Levy, Associate Professor of Medi- 
cine, University of Arkansas School of Medicine, Little Rock, 
Arkansas; Dr. E. Lloyd Wilbur, Director of Pathology Laboratory, 
Veterans Hospital, North Little Rock, Arkansas; Dr. George 
Bozalis, formerly Chief of Medicine, Veterans Hospital, North 
Little Rock, Arkansas; and Dr. Charles Beeson, University Hos- 
ital, Little Rock, Arkansas, entitled “Serial Needle Biopsy in the 
Study of Hepatic Cirrhosis” (Lantern Slides), was read by Dr. 


am } an eng ie discussed by Dr. Donald White, Durham, 
North Carolina; Jere Annis, Lakeland, Florida; Dr. Julian 
M. Ruffin, Rd North Carolina; Dr. W. D. Davis, New 
Orleans, Louisiana; and in closing by the essayists. 


Dr. Walter R. Johnson, Asheville, North Carolina, read his 
Chairman’s Address entitled “Recent Advances in Gastroenter- 


Paper by Dr. W. Grafton Hersperger, Instructor in Medicine, 
Johns Hopkins Medical School and University of Maryland School 
of Medicine, Baltimore, Maryland, entitled ‘The Diagnosis of 
Chronic Recurrent Pancreatitis’ (Lantern Slides), was read by 
Dr. John Tilden Howard, Baltimore, 4 ~y in the absence 
of Dr. Hersperger, and was discussed by Dr. J. M. Rumball, 
Coral Gables, Florida; and Dr. John S. Atwater, Atlanta, Ga. 


The Nomisating Committee reported the following nominations 
- — officers, the nominees being duly elected by vote of 


Chairman—Dr. Gordon McHardy, New Orleans, Louisiana. 
Vice-Chairman—Dr. Bruce Kenamore, St. Louis, Missouri. 
Secretary—Dr. Donald F. Marion, Miami, Florida 


Dr. Rawley M. Penick, Jr., New Orleans, Louisiana, read a 
paper entitled ‘‘The Place of Gastrectomy in the Treatment of 
Peptic Ulcer” (Lantern Slides), which was discussed by Dr. 
Falla-Alvarez, Havana, Cuba; and in closing by the essayist. 
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Paper by Dr. E. M. Dunstan, Decatur, Georgia, and Dr, 
Mason I. Lowance and Dr. Eugenia C. Jones, Atlanta, Georgia, 
entitled “Clinical Importance of Duodenal Diverticula” (Lantern 
Slides), was read by Dr. Lowance, and bg discussed by Dr. 
Francis M. Spencer, San Angelo, Texas; Charles W. Hock, 
Augusta, Georgia; Dr. Gordon McHardy, Nee Orleans, ioe 
and in closing by Dr. Lowance. 


Dr. Porter P. Vinson, Richmond, Virginia, read a paper entitled 
“The Diagnosis and Management of Hiatal Esophageal Hernia” 
(Lantern Slides), which was discussed by Dr. John Tilden How- 
ard, Baltimore, Maryland; and in closing by the essayist. 


The Section then adjourned sine die. 


SECTION ON NEUROLOGY AND 
PSYCHIATRY 


Officers 


Chairman—Dr. Hervey M. Cleckley, Augusta, Georgia. 
Vice-Chairman—Dr. George H. Preston, Baltimore, Maryland. 
Secretary—Dr. James L. Anderson, Miami, Florida. 


Thursday, October 28, 2:00 p. m. 


The Section met in the Barracks Building, Room B, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Hervey M. Cleckley, University of Georgia School of Medi- 
cine, Augusta, Georgia, who read his Chairman’s Address entitled 
“Common Sources of Confusion jn Psychiatric Matters.” 


The Chairman appointed the following Nominating Commit- 
tee: Dr. Edward H. Williams, Chairman, Miami, Florida; Dr. 
R. Finley Gayle, Richmond, Virginia; and Dr. Olin B. Chamber- 
lain, Charleston, South Carolina. 


Dr. Sullivan G. Bedell, Jacksonville, Florida, read a paper 
entitled “Insulin Subshock in the Treatment of Anxiety States,” 
which was discussed by Dr. R. Finley Gayle. 


Dr. Lawrence F. Woolley, Associate Professor of Psychiatry, 
Emory University School of Medicine, Atlanta, Georgia, read a 
paper entitled “Therapy in the Private Practice of Psychiatry,’ 
which was discussed by Dr. R. Finley Gayle, Richmond, Vir- 
ginia; Dr. P. L. Dodge, Miami, Florida; Dr. Herman Selinsky, 
Miami, Florida; and in closing by the essayist. 


Dr. Olin B. Chamberlain, Professor of Neuropsychiatry, Medi- 
cal College of the State of South Carolina, Charleston, South 
Carolina, read a paper entitled “Cryptic Depressive States,” 
which was discussed by Dr. Samuel G. Hibbs, Tampa, Florida; 
Dr. John D. Campbell, Atlanta, Georgia; and in closing by the 
essayist. 


Dr. Carl A. Whitaker, Emory University School of Medicine, 
Atlanta, Georgia, read a paper entitled ‘‘Teaching the Practicing 
Physician to Do Psychotherapy,’”’ which was discussed by Dr. S. 
Katzenelbogen, Washington, D. C.; Dr. Lawrence F. Woolley, 
Atlanta, Georgia; and in closing by the essayist. 

Dr. Wilmot S. Littlejohn, Birmingham, Alabama, read a paper 
entitled ‘Familial Myoclonus.” 


Following the report of the Womtnating Committee, the follow- 
ing officers were elected: 


Chairman—Dr. James L. Anderson, Miami, Florida. 
Secretary—Dr. Sullivan G. Bedell, Jacksonville, Florida. 


A resolution of appreciation to the host society, the Dade 
County Medical Association, was adopted by the Section. 


The Section then adjourned sine die. 


SECTION ON PEDIATRICS 
Officers 
Chairman—Dr. Carroll M. Pounders, Oklahoma City, Oklahoma. 
Vice-Chairman—Dr. Alexander J. Schaffer, Baltimore, Maryland. 
Secretary—Dr. Samuel F. Ravenel, Greensboro, North Carolina 
Wednesday, October 27, 9:00 a. m. 
The Section met in the Barracks Building, Room A, Dinner 


Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Carroll M. Pounders, Oklahoma City, Oklahoma, who pre- 
sided. 
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Paper by Dr. Arthur H. London, Jr., Durham, North Carolina, 
and Dr. Daniel Boyette, Kinston, North Carolina, entitled ‘‘Sub- 
luxation of the Head of the Radius (Nursemaid’s Elbow),” was 
read by Dr. London, and was discussed by Dr. Warren W. 
Quillian, Coral Gables, Florida; Dr. Madrid Mario Stone, Ha- 
vana, Cuba; and in closing by Dr. London. 


. 

Paper by Dr. Ralph Bowen and Dr. Samuel Bloom, Houston, 
Texas, entitled “Dermatological Problems in the Allergic Child” 
(Lantern Slides), was read by Dr. Bowen and was discussed by 
Dr. Carroll M. Pounders, Oklahoma City, Oklahoma; Dr. W. 
Ambrose McGee, Richmond, Virginia; Dr. Philip M. Stimson, 
New York, New York; Dr. William A. Reilly, Little Rock, 
Arkansas; Dr. C. Hall Farmer, Macon, Georgia; Dr. L. E. 
Dary, Norwich, New York; and in closing by Dr. Bowen. 


Dr. Philip M. Stimson, Associate Professor of Clinical Ped- 
iatrics, Cornell University Medical College, New York, New 
York, read a paper entitled “The Diagnosis and Treatment of 
Bulbar Poliomyelitis,” which was discussed by Dr. Samuel F. 
Ravenel, Greensboro, North Carolina; Dr. O. S. Jones, St. Louis, 
Missouri; Dr. Arthur H. London, Jr., Durham, North Carolina; 
and in closing by the essayist. 


Paper by Dr. James G. Hughes, Dr. Robert G. Jordan and 
Dr. Fontaine S. Hill, The Pediatric Division, University of Ten- 
nessee College of Medicine, Memphis, Tennessee, entitled ‘‘Cur- 
rent Status of Jet Injection,” was read by Dr. Hughes, and was 
discussed by Dr. D. A. Brody, Memphis, Tennessee; Dr. F. E. 
Brammer, Huntington, West Virginia; Dr. A. J. Schaffer, Balti- 
more, Maryland; and in closing by Dr. Hughes. 


Dr. Carroll M. Pounders, Oklahoma City, Oklahoma, read his 
Chairman’s Address entitled ‘Pediatrics: Its Accomplishments 
and Obligations.” 


The Chairman appointed the following Nominating Commit- 
tee: Dr. Warren W. Quillian, Chairman, Coral Gables, Florida; 
Dr. Harvey F. Garrison, Jackson, Mississippi; and Dr. Hugh 
Leslie Moore, Dallas, Texas. 


The Section requested the Association to re-establish the two 
half-day sessions for future Section programs, the programs hav- 
ing been streamlined before and since the recent war; and also 
requested that the Section on Pediatrics alternate with the Sec- 
tion on Medicine. 


_ The Nominating Committee reported the following nomina- 
tions for Section officers, the nominees being duly elected by 
vote of the Section. 


Chairman—Dr. Samuel F. Ravenel, Greensboro, North Carolina. 
Vice-Chairman—Dr. William L. Funkhouser, Atlanta, Georgia. 
Secretary—Dr. James G. Hughes, Memphis, Tennessee. 


The Section then adjourned sine die. 





SECTION ON PATHOLOGY 
Officers 


Chairman—Dr. Roger D. Baker, Birmingham, Alabama. 
Vice-Chairman—Dr. C. T. Ashworth, Dallas, Texas. 
Secretary—Dr. Cyrus C. Erickson, Durham, North Carolina. 


Thursday, October 28, 9:00 a. m. 


The Section met in the Convention Hall, Room 1, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
Roger D. Baker, Professor of Pathology, Medical College of 
Alabama, Birmingham, Alabama, who read his Chairman’s Ad- 
dress entitled “‘Arteriosclerosis, the Great Killer.” 


Dr. Russell L. Holman, Professor of Pathology, Louisiana 
State University School of Medicine, New Orleans, Louisiana, 
read a paper entitled “Studies on the Pathogenesis of Arterial 
Disease” (Lantern Slides), which was discussed by Dr. N. Stuart 
Gilbert, Miami Beach, Florida; Dr. Bernard Black-Shaffer, Dur- 
ham, North Carolina; Dr. John B. Seeds, Miami, Florida; and 
in closing by the essayist. 


Paper by Dr. George J. Race and Dr. Bernard Black-Shaffer, 
Department of Pathology, Duke University School of Medicine, 
Durham, North Carolina, entitled ‘Idiopathic Infantile Hyper- 
plastic and Hypertrophic Cardiomegaly (Congenital Cardiac 
Hypertrophy)” (Lantern Slides), was read by Dr. Race, and 
was discussed by Dr. Paul Kimmelstiel, Charlotte, North Carolina; 
Dr. Roger D. Baker, Birmingham, Alabama; Dr. Russell L. Hol- 
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man, New Orleans, Louisiana; and in closing by Dr. Race and 
Dr. Black-Shaffer. 


Dr. Enrique Koppisch, Head of the Department of Pathology, 
School of Tropical Medicine, San Juan, Puerto Rico, read a paper 
entitled “Rheumatic Fever in Puerto Rico’? (Lantern Slides), 
which was discussed by Dr. Roger D. Baker, Birmingham, Ala- 
bama; Dr. Bernard Black-Shaffer, Durham, North Carolina; Dr. 
Paul Kimmelstiel, Charlotte, North Carolina; Dr. S. C. Werblow, 
Miami Beach, Florida; and in closing by the essayist. 


The Chairman appointed the following Nominating Committee: 


Dr. Iva C. Youmans, Chairman, Miami, Florida; Dr. Alfred 
Blumberg, Coral Gables, Florida; and Dr. Paul Kimmelstiel, 
Charlotte, North Carolina. 

Paper by Dr. H. R. Pratt-Thomas, Associate Professor of 


Pathology, and Dr. Paul Switzer, Medical College of the State 
of South Carolina, Charleston, South Carolina, entitled ‘“‘Sicklemia: 
Its Pathological and Clinical Significance’? (Lantern Slides), was 
read by Dr. Pratt-Thomas, and was discu by Dr. Paul 
Kimmelstiel, Charlotte, North Carolina; Dr. Russell L. Holman, 
New Orleans, Louisiana; Dr. Bernard Black-Schaffer, Durham, 
North Carolina; and in closing by Dr. Pratt-Thomas and Dr. 
Switzer. 


Dr. John E. Wright, Department of Pathology, Jackson Me- 
morial Hospital, Miami, Florida, read a paper entitled ‘‘Sympa- 
thectomy: A _ Histopathologic Study of Ganglia’? (Lantern 
ty which was discussed by Dr. George D. Lilly, Miami, 
Florida. 


The Nominating Committee reported — the following nomina- 
tions for Section officers, the nominees being duly elected by vote 
of the Section: 


Chairman—Dr. Russell L. Holman, New Orleans, Louisiana. 

Vice-Chairman—Dr. Harold R. Pratt-Thomas, Charleston, South 
Carolina. 

Secretary—Dr. Cyrus C. Erickson, Durham, North Carolina. 


The Section then adjourned sine die. 





SECTION ON RADIOLOGY 
Officers 


Chairman—Dr. J. Marsh Frere, Chattanooga, Tennessee. 
Vice-Chairman—Dr. Walter L. Kilby, Baltimore, Maryland. 
Secretary—Dr. Gerard Raap, Miami, Florida. 


Tuesday, October 26, 9:00 a. m. 


The Section met in the Convention Hall, Room 7, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
J. Marsh Frere, Chattanooga, Tennessee, who read his Chair- 
man’s Address entitled ‘Silicosis’ (Lantern Slides), which was 
discussed by Dr. James J. Clark, Atlanta, Georgia. 


Paper by Dr. George Baylin and Dr. Robert J. Reeves, De- 
partment of Radiology, Duke University School of Medicine, 
Durham, North Carolina, and Dr. Herbert D. Kerman, Trainee, 
National Cancer Institute, Bethesda, Maryland, entitled ‘The 
Roentgen Aspects of Lymphoepithelioma”’ (Lantern Slides), was 
read by Dr. Baylin, and was discussed by Dr. Maurice Green- 
field, Miami, Florida. 


Dr. Hugh F. Hare, Radiologist, Lahey Clinic, Boston, Massa- 
chusetts, read a paper entitled “Treatment of Carcinoma of the 
Cervix” (Lantern Slides). 


The Chairman appointed the following Nominating Committee: 
Dr. Vincent W. Archer, Chairman, Charlottesville, Virginia; Dr. 
J. J. Clark, Atlanta, Georgia; and Dr. Maxey Dell, Gainesville, 
Florida. 


Dr. Juan A. Del Regato, Chief Radiologist, The Ellis Fischel 
State Cancer Hospital, Columbia, Missouri, read a paper entitled 
“The Treatment of Carcinoma of the Skin’? (Lantern Slides), 
which was discussed by Dr. Maxey Dell, Gainesville, Florida; 
Dr. M. Pinson Neal, Columbia, Missouri; Dr. John S. Derr, 
Frederick, Maryland; and in closing by the essayist. 


Paper by Dr. Wendell G. Scott and Dr. Sherwood Moore, 
Mallinckrodt Institute of Radiology, Washington University School 
of Medicine, St. Louis, Missouri, entitled ‘“‘Radiographic Ad- 
vances in the Diagnosis of Congenital Heart Disease,” was read 
by Dr. Scott, and was discussed by Dr. David Kirsh, Miami, 
Florida. 
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Dr. Robert C. Pendergrass, Americus, Georgia, read a paper 
entitled ‘“Metastatic Cancer of the Lung’ (Lantern Slides), which 
was discussed by Dr. Vincent W. Archer, Charlottesville, Vir- 
ginia; and Dr. Hugh F. Hare, Boston, Massachusetts. 


The Nominating Committee reported the following nominations 
for Section officers, the nominees being duly elected by vote of 
the Section: 


Chairman—Dr. Wendell G. Scott, St. Louis, Missouri. 
Vice-Chairman—Dr. Robert C. Pendergrass, Americus, Georgia. 
Secretary—-Dr. Gerard Raap, Miami, Florida. 


The Section then adjourned sine die. 


SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Officers 


Chairman—Dr. Winfred A. Showman, Tulsa, Oklahoma. 
Vice-Chairman—Dr. James W. Anderson, Norfolk, Virginia. 
Secretary—Dr. Joseph M. Hitch, Raleigh, North Carolina. 


Wednesday, October 27, 9:00 a. m. 


The Section met in The Marina, Room 1, Dinner Key, Miami, 
Florida, and was called to order by the Chairman, Dr. Winfred 
A. Showman, who read his Chairman’s Address entitled ‘‘Balanitis 
Xerotica Obliterans: A Report of Two Cases’? (Lantern Slides). 


The Chairman appointed the following Nominating Committee: 
Dr. Howard Hailey, Chairman, Atlanta, Georgia; Dr. Martin F. 
Engman, Jr., St. Louis, Missouri; and Dr. J. Lewis Pipkin, San 
Antonio, Texas. 


Dr. Carroll S. Wright, Professor of Dermatology and Syphilology, 
Temple University School of Medicine, Philadelphia, Pennsyl- 
vania, read a paper entitled ‘Psychosomatic Medicine in Rela- 
tion to Dermatology” (Lantern Slides). 


Dr. J. G. Thompson, Jackson, Mississippi, read a paper entitled 
“Skin Cancer: A Ten-Year Survey in Private Practice,’’ which 
was discussed by Dr. Dudley C. Smith, Charlottesville, Virginia; 
Dr. D. Truett Gandy, Houston, Texas; Dr. Thos. W. Murrell, 
Richmond, Virginia; and in closing by the essayist. 


Paper by Dr. J. Lewis Pipkin and Dr. Arthur Ressmann, San 
Antonio, Texas, entitled ‘‘The Treatment of Plantar Warts by 
Single Dose Method of Roentgen Ray” (Lantern Slides), was 
read by Dr. Pipkin, and was discussed by Dr. H. Ford Anderson, 
Washington, D. C.; Dr. Hal M. Davison, Atlanta, Georgia; and 
in closing by Dr. Pipkin. 


Paper by Dr. William L. Dobes and Dr. Herbert S. Alden, 
Atlanta, Georgia, entitled ‘Pityriasis Rosea-Like Drug Eruption 
Due to Bismuth” (Lantern Slides), was read by Dr. Dobes, and 
was discussed by Dr. C. M. Hamilton, Nashville, Tennessee; Dr. 

M. Robinson, Sr., Baltimore, Maryland; Dr. J. L. Callia- 
way, Durham, North Carolina; and in closing by Dr. Dobes. 


Dr. Harry M. Robinson, Sr., Baltimore, Maryland, read a 
paper entitled “‘The Acne Problem” (Lantern Slides), which was 
discussed by Dr. Ray O. Noojin, Birmingham, Alabama; Dr. 
Martin F. Engman, Jr., St. Louis, Missouri; Dr. J. G. DuPuis, 
Miami, Florida; Dr. Thomas W. Murrell, Richmond, Virginia; 
and in closing by the essayist. 


Paper by Dr. Robert G. Thompson, Lieutenant Colonel, A.U.S.: 
Dr. Charles L. Leedham, Colonel, Medical Corps, A.U.S., and 
Dr. Howard Hailey, Atlanta, Georgia, entitled ‘Epidermolysis 
Bullosa Hereditaria” (Lantern Slides), was read by Dr. Hailey, 
and was discussed by Dr. J. L. Callaway, Durham, North Caro- 
lina; Dr. Francis A. Ellis, Baltimore, Maryland; Dr. J. G. 
Thompson, Jackson, Mississippi; Dr. Martin F. Engman, Jr., St. 

uis, Missouri; and in closing by Dr. Hailey. 


The Nominating Committee reported the following nominations 
for the Section officers, the nominees being duly elected by 
vote of the Section: 


Chairman—Dr. Richard W. Fowlkes, Richmond, Virginia. 
Vice-Chairman—Dr. Wm. L. Dobes, Atlanta, Georgia. 
Secretary-—Dr. D. Truett Gandy, Houston, Texas. 


The Section requested the Association to re-establish the two 
half-day sessions for the Section program at future meetings, 
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the programs having been streamlined before and since the recent 
war. 


The Section then adjourned sine die. 


SECTION ON ALLERGY . 


Officers 


Chairman—Dr. J. Warrick Thomas, Richmond, Virginia. 
Vice-Chairman—Dr. W. Ambrose McGee, Richmond, Virginia. 
Secretary—Dr. Mason I. Lowance, Atlanta, Georgia. 


Thursday, October 28, 12:30 p. m. 


The Section met at the Marina Restaurant, Dinner Key, Miami, 
Florida, for a Roundtable Luncheon and was called to order by 
the Chairman, Dr. J. Warrick Thomas, Richmond, Virginia, who 
presided. 


Dr. G. Estrada de la Riva, Havana, Cuba, read a paper en- 
titled “Tropical Eosinophilia,” which was discussed by Dr. Hal 
M. Davison, Atlanta, Georgia; Dr. Homer E. Prince, Houston, 
Texas; Dr. Ray M. Balyeat, Oklahoma City, Oklahoma; Dr. 
W. H. Browning, Shreveport, Louisiana; Dr. J. Warrick Thomas, 
Richmond, Virginia; and in closing by the essayist. 


Thursday, October 28, 2:00 p. m. 


The Section met in Convention Hall, Room 1, Dinner Key, 
Miami, Fiorida, and was called to order by the Chairman, Dr. 
Thomas, who presided. 


Dr. A. F. Wolf, Temple, Texas, read a paper entitled “The 
Status of Allergy in Relation to Medical Practice,’ which was 
discussed by Dr.- Vincent J. Derbes, New Orleans, Louisiana; 
Dr. W. H. Browning, Shreveport, Louisiana; Dr. James H. Put- 
man, Miami, Florida; and in closing by the essayist. 


Dr. F. R. Rugeley, Wharton, Texas, read a paper entitled 
“Food Allergy as a Cause of Pruritus Ani’ (Lantern Slides), 
which was discussed by Dr. Edgar Boling, Atlanta, Georgia; Dr. 
J. W. Thomas, Richmond, Virginia; Dr. Ray M. Balyeat, Okla- 
homa City, Oklahoma; Dr. Hal Davison, Atlanta, Georgia; Dr. 
W. H. Browning, Shreveport, Louisiana; and in closing by the 
essayist. 


Dr. Lawrence J. Halpin, Cedar Rapids, Iowa, read a paper 
entitled “An Appraisal of Therapeutic Procedures in Respiratory 
—, which was discussed by Dr. H. E. Prince, Houston, 

exas. 


Dr. J. Warrick Thomas, Richmond, Virginia, read his Chair- 
man’s Address entitled “Bronchial Asthma Complicated by Myas- 
thenia Gravis,” which was discussed by J. C. Nowling, West 
Palm Beach, Florida; Dr. Jack Arthur Rudolph, Miami Beach; 
and in closing by the essayist. 


The Chairman appointed the following Nominating Committee: 
Dr. Katherine Baylis MacInnis, Chairman, Columbia, South Caro- 
lina; Dr. David R. Thomas, Augusta, Georgia; and Dr. Nelson 
Zivitz, Miami, Florida. 


Dr. C. H. Glover, Memphis, Tennessee, read a paper entitled 
“Management of Allergic Sinusitis,” which was discussed by 
Dr. Nelson Zivitz, Miami, Florida; and in closing by the essayist. 


Dr. Hal Davison, Atlanta, Georgia, read a paper entitled 
“Cerebral Allergy” (Lantern Slides), which was discussed by 
Dr. George F. Hieber, St. Petersburg, Florida; Dr. J. Warrick 
Thomas, Richmond, Virginia; Dr. Herbert Rinkle, Kansas City, 
Missouri; and in closing by the essayist. 


The Section requested the Association to re-establish the two 
half-day sessions in the future for the Section programs, the 
programs before and since the recent war having been stream- 
ined. 


The Nominating Committee reported the following nominations 
} od — officers, the nominees being duly elected by vote of 
e tion: 


Chairman—Dr. W. Ambrose McGee, Richmond, Virginia. 
Vice-Chairman—Dr. Mason I. Lowance, Atlanta, Georgia. 
Secretary—Dr. Vincent J. Derbes, New Orleans, Louisiana. 


The Section then adjourned sine die. 
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SECTION ON PHYSICAL MEDICINE 


Officers 
Chairman—Dr. Wayne McFarland, Washington, D. C 


Vice-Chairman—Dr. George D. Wilson, Asheville, North Carolina. 
Secretary—Dr. Walter J. Lee, Richmond, Virginia. 


Thursday, October 28, 2:00 p. m. 


The Section met in the Convention Hall, Room 7, Dinner 
Key, Miami, Florida, and was called to order by the Vice-Chair- 
man, Dr. George D. Wilson, Asheville, North Carolina, who 
presided while the first three papers were read, the Chairman, 
Dr. McFarland, then assuming the chair. 


Dr. Wayne McFarland, Department of Physical Medicine, 
Washington Sanitarium and Hospital, Washington, D. C., read 
his Chairman’s Address entitled ‘‘Physical Medicine and Pre- 
ventive Medicine.” 


Paper by Dr. C. D. Shields, Lieutenant Colonel, Medical Corps, 
Assistant Resident, Physical Medicine Service, Walter Reed Gen- 
eral Hospital, and Dr. E. Smith, Colonel, Medical Corps, 
Chief, Physical Medicine Service, Walter Reed General Hospital, 
Washington, D. C., entitled ‘“Keratodermia Blennorrhagicum: 
A Case Report of Fever Chemotherapy,’”’ was read by Dr. Shields. 


Dr. Temple Fay, Director, Neurological Rehabilitation Center, 
Philadelphia, Pennsylvania, read a paper entitled ‘Diagnostic 
Screening and Appropriate Neurological Pattern Movements for 
the — of Cerebral Palsy” (Lantern Slides and Motion 
Pictures). 


Dr. Ben L. Boynton, Chief, Physical Medicine, Rehabilitation 
Division, Veterans Administration, Dallas, Texas, read a paper 
entitled “Clinical Experiences with d-Tubocurarine Chloride and 
Physical Measures.” 


Dr. Harriet Gillett, Medical Director of Aidmore, Atlanta, 
Georgia, read a paper entitled ‘“‘The Physician’s Responsibility 
in Cerebral Palsy,” which was discussed by Dr. Ferdinand F. 
Schwartz, Birmingham, Alabama. 


Dr. George D. Wilson, Consultant, Physical Medicine, Office 
of the Surgeon General, Third Army, and Chief, Physical Medi- 
cine, Veterans Administration, Asheville, North Carolina, read 
a paper entitled ‘‘Fribrositis,” which was discussed by Dr. Walter 
J. Lee, Richmond, Virginia; Dr. Temple Fay, Philadelphia, Penn- 
sylvania; and in closing by the essayist. 


The Chairman appointed the following Nominating Committee: 
Dr. Geo. Darwin Wilson, Chairman, Asheville, North Carolina; 
Dr. Walter Jerome Lee, Richmond, Virginia; and Dr. Ben L. 
Boynton, San Angelo, Texas. 


The following recommendation from the Section officers was 
voted upon and carried: 


WHEREAS, The field of physical medicine has now expanded 
= developed to a full-fledged specialty with Board certification, 
an 


WHEREAS, The knowledge of the usefulness of physical medi- 
cine in the prevention, diagnosis, and treatment of disease should 
be extended by all legitimate means, and since there has come 
a request from some of our Latin American neighbors to the 
South to assist them in establishing an effective physical medi- 
cine organization in their respective countries. 


We recommend, That from the Section on Physical Medicine of 
the Southern Medical Association a committee of three, consisting 
of Dr. Ben Boynton, Dr. Ferdinand F. Schwartz, and Dr. George 
D. Wilson, be appointed to encourage the exchange of ideas, 
Papers, programs and the like as they relate to the field of 
physical medicine, and to assist in any other way possible in the 
establishing of physical medicine in its proper sphere in the 
practice of the healing art in those countries which so desire; 
and that this committee prepare a report of their activities to 
be given at our next Section meeting one year hence. 


_ The Nominating Committee reported the following nomina- 
tions for Section officers, the nominees being duly elected by vote 
of the Section: 


Chairman—Dr. George D. Wilson, Asheville, North Carolina. 
Vice-Chairman—Dr. Walter J. Lee, Richmond, Virginia. 
Secretary—Dr. E. M. Smith, Washington, D. C. 


The Section then adjourned sine die. 


MINUTES, MIAMI MEETING 


253 


SECTION ON INDUSTRIAL MEDICINE 
AND SURGERY 


Officers 


Chairman—Dr. Fritz LaCour, Lake Charles, Louisiana. 
Vice-Chairman—Dr. Carl A. Nau, Galveston, Texas. 
Secretary—Dr. J. J. Brandabur, Huntington, West Virginia. 


Tuesday, October 26, 9:00 a. m. 


The Section met in the Barracks Building, Room B, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Fritz LaCour, Lake Charles, Louisiana, who read his Chair- 
man’s Address entitled ‘Industrial Medicine Problems of the 
Immediate Future.” 


Dr. Robert C. L. Robertson, Houston, Texas, read a paper 
entitled “Intervertebral Disc Problem in Industry,” which was 
discussed by Dr. Gradie R. Rowntree, Louisville, Kentucky; Dr- 
J. J. Brandabur, Huntington, West Virginia; Dr. Fritz LaCour,. 
Lake Charles, Louisiana; and in closing by the essayist. 


Dr. E. W. Brown, Executive Officer, Committee on Scientific 
Development and Education, Council on Industrial Health, Ameri- 
can Medical Association, Chicago, Illinois, read a paper entitled 
“Recent Developments in the Field of Education in Industrial 
Medicine” (Lantern Slides), which was discussed by Dr. C. V. 
Hatchette, Lake Charles, Louisiana; Dr. J. M. McDonald, Jack- 
sonville, Florida; Dr. Fritz LaCour, Lake Charles, Louisiana; 
and in closing by the essayist. 


Dr. Gradie R. Rowntree, Louisville, Kentucky, read a paper 
entitled “The Changing Concept of Industrial Medicine,’’ which 
was discussed by Dr. J. M. McDonald, Jacksonville, Florida; 
. E. W. Brown, Chicago, Illinois. 


Dr. T. H. DeLaureal, Lake Charles, Louisiana, read a paper 
entitled ‘Industrial Pneumonitis,’”? which was discussed by Dr. 
Fritz LaCour, Lake Charles, Louisiana. 


Dr. C. V. Hatchette, Lake Charles, Louisiana, read a paper 
entitled “Some Problems of Rehabilitation Following Injuries to 
the Foot and Ankle,” which was discussed by Dr. Fritz LaCour, 
Lake Charles, Louisiana; Dr. Gradie R. Rowntree, Louisville, 
Kentucky; Dr. Robert C. L. Robertson, Houston, Texas; and in 
closing by the essayist. 


The Nominating Committee reported the following nominations 
for the Section officers, the nominees being duly elected by vote 
of the Section: 


Chairman—Dr. Carl A. Nau, Galveston, Texas. 
Vice-Chairman—Dr. Gradie R. Rowntree, Louisville, Kentucky. 
Secretary—Dr. J. J. Brandabur, Huntington, West Virginia. 

ae 
The Section then adjourned sine die. 


SECTION ON SURGERY 


Officers 


Chairman—Dr. J. Duffy Hancock, Louisville, Kentucky. 
Vice-Chairman—Dr. James R. Young, Anderson, South Carolina. 
Secretary—Dr. Joseph S. Stewart, Miami, Florida. 


Wednesday, October 27, 2:00 p. m. 


The Section met in the Barracks Building, Room A, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. J. Duffy Hancock, Associate Clinical Professor of Surgery, 
University of Louisville School of Medicine, Louisville, Kentucky, 
who read his Chairman’s Address entitled ‘‘The Chylous System” 
(Lantern Slides). 


The Chairman appointed the following Nominating Committee: 
De. BR. Z. ders, Chairman, Memphis, Tennessee; Dr. Walter 
C. Jones, Miami, Florida; and Dr. Elmer L. Henderson, Louis- 
ville, Kentucky. 


Dr. Barnes Woodhall, Duke University School of Medicine and 
Duke Hospital, Durham, North Carolina, read a paper entitled 
“Head Injuries in Infants and Children’? (Lantern Slides), which 
was discu: by Dr. J. Garber Galbraith, Birmingham, Ala- 
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bama; Dr. Charles Troland, Richmond, Virginia; and in closing 
by the essayist. 


Dr. James M. Mason, III, Birmingham, Alabama, read a 
paper entitled ‘‘Perforations of the Esophagus’ (Lantern Slides), 
which was discussed by Dr. Cecil O. Patterson, Dallas, Texas; 
and in closing by the essayist. 


Dr. T. Kerr Laird, Montgomery, West Virginia, read a paper 
entitled ‘Surgical Aspects of Congenital Lesions of the Small 
Bowel” (Lantern Slides), which was discussed by Dr. Donald 
Daniel, Richmond, Virginia; and Dr. David Henry Poer, Atlanta, 
Georgia; and in closing by the essayist. 


The Nominating Committee reported the following nominations 
for Section officers, the nominees being duly elected by vote of 
the Section: 


Chairman—Dr. Joseph S. Stewart, Miami, Florida. 
Vice-Chairman—Dr. David Henry Poer, Atlanta, Georgia. 
Secretary—Dr. James M. Mason, III, Birmingham, Alabama. 


Dr. Amos R. Koontz, Assistant Professor of Surgery, Johns 
Hopkins University School of Medicine Baltimore, Maryland, read 
a paper entitled ‘Further Experiences with the Use of Tantalum 
Gauze in the Repair of Large Ventral Hernias” (Lantern Slides), 
which was discussed by Dr. John R. Boling, Tampa, Florida; 
Dr. Edward Canipelli, Jacksonville, Florida; Dr. L. J. Netto, 
West Palm Beach, Florida; Dr. Robert A. Robinson, New Or- 
leans, Louisiana; Dr. M. G. Flannery, Miami, Florida; and in 
closing by the essayist. 


Dr. Hugh A. Gamble, Greenville, Mississippi, read a paper 
entitled “The Role of Obstructive Enterostomy in the Treatment 
of Intestinal Obstruction,” which was discussed by Dr. Walter 
©. Jones, Miami, Florida; Dr. F. J. Waas, Jacksonville, Florida; 
and in closing by the essayist. 


The Section then adjourned sine die. 





SECTION ON ORTHOPEDIC AND TRAUMATIC 
SURGERY 


Officers 


Chairman—Dr. Walter G. Stuck, San Antonio, Texas. 

Eaeaae Se. William M. Roberts, Gastonia, North Caro- 
ina. 

Secretary—Dr. C. E. Irwin, Warm Springs, Georgia. 


Wednesday, October 27, 2:00 p. m. 


% The Section met in the Convention Hall, Room 1, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Walter G. Stuck, San Antonio, Texas, who presided. 


The Chairman appointed the following Nominating Committee: 
Dr. Arthur H. Weiland, Chairman, Coral Gables, Florida; Dr. 
Harry Macey, Temple, Texas; and Dr. A. R. Shands, Jr., 
Wilmington, Delaware. 


Dr. Harvey Bell, Palestine, Texas, read a paper entitled “The 
Use of Wire Sutures in Compound Wounds.” 


Paper by Dr. Harry B. Macey and Dr. Robert A. Murray, 
Temple, Texas, entitled ‘‘Fracture to the Base of the First Meta- 
carpal with Specific Reference to Bennett’s Fracture” (Lantern 
Slides), was read by Dr. Macey, and was discussed by Dr. 
Arthur H. Weiland, Coral Gables, Florida; and in closing by 
Dr. Macey. 


Dr. Frank E. Stinchfield, Assistant Professor of Orthopaedics, 
Columbia University College of Physicians and Surgeons, New 
York, New York, read a paper entitled “The Principles of Trac- 
tion and Suspension in the Treatment of Fractures.” 


Paper by Dr. S. Benjamin Fowler and Dr. Daniel S. Riordan, 
Nashville, Tennessee, entitled “Intramedullary Fixation in the 
Shaft of the Femur” (Motion Pictures), was read by Dr. Fowler, 
and was discussed by Dr. Rufus H. Alldredge, New Orleans, 
Louisiana; Dr. Leslie V. Rush, Meridian, Mississippi; Dr. Mor- 
ae _ Abrashkin, Coral Gables, Florida; and in closing by 

r. Fowler. 
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Dr. Walter G. Stuck, San Antonio, Texas, read his Chairman’s 
Address entitled “The Development of X-Ray Diagnosis in 
Orthopedic Surgery.” 


Paper by Dr. Harold B. Boyd, and Dr. Alvin J. Ingram, 
Memphis, Tennessee, and Dr. Harrison O. Bourkard, Knoxville, 
Tennessee, entitled “The Treatment of Slipped Femoral Epi- 
physis” (Lantern Slides), was read by Dr. Bourkard, and was 
discussed by Dr. Paul H. Martin, Jacksonville, Florida. 


The Nominating Committee reported the following nomina- 
tions for Section officers, the nominees being duly elected by 
vote of the Section: 

Chairman—Dr. William M. Roberts, Gastonia, North Carolina. 

Vice-Chairman—Dr. Charles E. Irwin, Warm Springs, Georgia. 

Secretary—Dr. Rufus H. Alldredge, New Orleans, Louisiana. 


The Section then adjourned sine die. 





SECTION ON GYNECOLOGY 
Officers 


Chairman—Dr. W. Nicholson Jones, Birmingham, Alabama. 
Vice-Chairman—Dr. Charles J. Collins, Orlando, Florida. 
Secretary—Dr. Walter L. Thomas, Durham, North Carolina. 


Thursday, October 28, 9:00 a. m. 


The Section met in the Barracks Building, Room B, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. W. Nicholson Jones, Birmingham, Alabama, who presided. 


Dr. Lewis C. Scheffey, Professor of Obstetrics and Gynecology, 
and Head of Department and Director, Division of Gynecology, 
Jefferson Medical College and Hospital, Philadelphia, Penn- 
sylvania, read a paper entitled ‘Diagnosis and Management of 
Fundal Carcinoma’? (Lantern Slides). 


Dr. Willard R. Cooke, Professor of Obstetrics and Gynecology, 
University of Texas Medical Branch, Galveston, Texas, read a 
paper entitled ‘Psychosomatics in Gynecologic Practice,” which 
was discussed by Dr. Robert N. Creadick, Durham, North 
Carolina; Dr. Robert B. Greenblatt, Augusta, Georgia; and in 
closing by the essayist. 


The Chairman appointed the following Nominating Committee: 
Dr. Waverly R. Payne, Chairman, Newport News, Virginia; Dr. 
Olin S. Cofer, Atlanta, Georgia; and Dr. John Randolph Perdue, 
Miami, Florida. 


Paper by Dr. J. B. Lukins, Associate Clinical Professor of 
Gynecology, and Dr. Lanier Lukins, Clinical Instructor, University 
of Louisville School of Medicine, Louisville, Kentucky, entitled 
“Hysterectomy: Indications, Type of Procedure, Results in 300 
Consecutive Private Cases’? (Lantern Slides), was read by Dr. 
Lanier Lukins, and was discussed by Dr. Robert A. Robinson, 
New Orleans, Louisiana; Dr. Waverly R. Payne, Newport News, 
Virginia; Dr. C. S. McMurray, Nashville, Tennessee; and in 
closing by Dr. Lanier Lukins. 


The Nominating Committee reported the following nomina- 
tions for the Section officers, the nominees being duly elected 
by vote of the Section: 


Chairman—Dr. Charles J. Collins, Orlando, Florida. 

Vice-Chairman—Dr. Walter L. Thomas, Durham, North Caro- 
lina. 

Secretary—Dr. Curtis J. Lund, New Orleans, Louisiana. 


Dr. W. Nicholson Jones, Professor and Chairman, Department 
of Gynecology, Medical College of Alabama, Birmingham, Ala- 
bama, read his Chairman’s Address entitled ‘Ovarian Surgery in 
General Hospitals’ (Lantern Slides). 


Dr. Robert B. Greenblatt, Augusta, Georgia, read a paper 
entitled “Vulval Lesions: Differential Diagnosis and Management” 
(Lantern Slides), which was discussed by Dr. M. Y. Dabney, 
Birmingham, Alabama. 


The Section then adjourned sine die. 
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SECTION ON OBSTETRICS 


Officers 


Chairman—Dr. E. Lee Dorsett, St. Louis, Missouri. 
Vice-Chairman—Dr. Woodard D. Beacham, New Orleans, Louisi- 


ana. 
Secretary—Dr. Williamson Z. Bradford, Charlotte, North Caro- 
lina. 


Wednesday, October 27, 2:00 p. m. 


The Section met in the Barracks Building, Room B, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. E. Lee Dorsett, St. Louis, Missouri, who presided. 


The Chairman appointed the following Nominating Committee: 
Dr. R. A. White, Chairman, Asheville, North Carolina; Dr. 
Waverly R. Payne, Newport News, Virginia; and Dr. James M. 
Habel, Suffolk, Virginia. 


Paper by Dr. Hugh G. Hamilton, Dr. Radford F. Pittam and 
Dr. Robert S. Higgins, Kansas City, Missouri, entitled ‘Active 
Therapy of Varicose Veins During Pregnancy” (Lantern Slides), 
was read by Dr. Hamilton, and was discussed by Dr. Nicholson 
J. Eastman, Baltimore, Maryland; Dr. Radford F. Pittam, 
Kansas City, Missouri; Dr. Bayard Carter, Durham, North 
Carolina; and in closing by Dr. Hamilton. 


Dr. Curtis J. Lund, New Orleans, Louisiana, read a paper 
entitled ““The Role of Massive Blood Transfusions in the, Man- 
agement of Serious Obstetric Shock,’’ which was discussed by 
Dr. Hampton Mauzy, Winston-Salem, North Carolina; Dr. Ernest 
B. Oliver, Birmingham, Alabama; and in closing by the essayist. 


Dr. E. Lee Dorsett, St. Louis, Missouri, read his Chairman’s 
Address entitled ‘‘Meddlesome Midwifery,” which was discussed 
by Dr. Waverly R. Payne, Newport News, Virginia; and Dr. 
H. H. Ware, Richmond, Virginia. 


The Nominating Committee reported the following nominations 
for the Section officers, the nominees being duly elected by vote 
of the Section: 


Chairman—Dr. Woodard D. Beacham, New Orleans, Louisiana. 

Vice-Chairman—Dr. Williamson Z. Bradford, Charlotte, North 
Carolina. 

Secretary—Dr. Hugh G. Hamilton, Kansas City, Missouri. 


Paper by Dr. Buford Word and Dr. Ernest B. Oliver, Bir- 
mingham, Alabama, entitled ‘“‘Supravesical Extraperitoneal Cesarean 
Section: The Section of Choice for the Infected Patient’? (Lan- 
tern Slides and Motion Pictures), was read by Dr. Word and 
was discussed by Dr. Bayard Carter, Durham, North Carolina; 
= Wm. P. Maury, Memphis, Tennessee; and in closing by Dr. 

iver. 


Dr. Nicholson J. Eastman, Baltimore, Maryland, read a paper 
entitled “Further Observations on the Suppository as a Contra- 
ceptive,”” which was discussed by Dr. Eduardo F. Pena, Miami, 
Florida; and in closing by the essayist. 


The Section then adjourned sine die. 


SECTION ON UROLOGY 
Officers 


Chairman—Dr. Albert E. Goldstein, Baltimore, Maryland. 
Vice-Chairman—Dr. Samuel A. Vest, Charlottesville, Virginia. 
Secretary—Dr. Robert F. Sharp, New Orleans, Louisiana. 


Wednesday, October 27, 9:00 a. m. 


The Section met in the Convention Hall, Room 7, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
Albert E. Goldstein, Baltimore, Maryland, who presided. 


_Dr. Harold P. McDonald, Atlanta, Georgia, read a paper en- 

titled “Radical Treatment of Bladder Tumors by Endoscopic 

Means” (Lantern Slides), which was discussed by Dr. L. W. 

Hewit, Tampa, Florida: Dr. Fred Turner, Orlando, Florida; Dr. 

—— Wolf, New Orleans, Louisiana; and in closing by the 
yist. 


Paper by Dr. Michael K. O’Heeron, Dr. Anthony W. Miles 
and Dr. Marvin G. Rape, Houston, Texas, entitled “Transverse 
Posterior Nephrolithotomy: A Technic for the Removal of Large, 
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Multiple and Staghorn Renal Calculi” (Motion Pictures), was 
read by Dr. O’Heeron, and was discussed by Dr. Roy B. Hen- 
line, New York, New York; Dr. Monroe Wolf, New Orleans, 
Louisiana; and in closing by Dr. O’Heeron. 


Dr. Albert E. Goldstein, Baltimore, Maryland, read his Chair- 
aoe Address entitled ‘Bilateral Renal Disease’? (Lantern 
lides). 


The Chairman appointed the following Nominating Committee: 
Dr. J. Uilman Reeves, Chairman, Mobile, Alabama; Dr. Milton 
M. Coplan, Miami, Florida; Dr. Hugh T. Beacham, New Or- 
a, Louisiana; and Dr. Russell B. Carson, Fort Lauderdale, 
lorida. 


Dr. Roy B. Henline, Attending Urologist, Brady Foundation 
for Urology, New York Hospital, Cornell Medical Center, New 
York, New York, read a paper entitled “Surgery of the Upper 
Ureter’”’ (Lantern Slides), which was discussed by Dr. Robert B. 
Mclver, Jacksonville, Florida; Dr. Fred Turner, Orlando, Florida; 
and in closing by the essayist. 


Dr. Robert K. Womack, Shreveport, Louisiana, read a paper 
entitled ‘“Retropubic Prostatectomy” (Motion Pictures) which 
was discussed by Dr. Robert Lich, Jr., Louisville, Kentucky; and 
in closing by the essayist. 


Dr. Lawrence P. Thackston, Orangeburg, South Carolina, read 
a paper entitled “Suprapubic Prostatectomy with the Use of 
an Original Hemostatic and Drainage Bag Catheter’ (Motion 
Pictures), which was discussed by Dr. M. K. Bailey, Atlanta, 
Georgia; Dr. Monroe Wolf, New Orleans, Louisiana; and in 
closing by the essayist. 


The Nominating Committee reported the following nomina- 
tions for the Section officers, the nominees being duly elected 
by vote of the Section: 


Chairman—Dr. James L. Estes, Tampa, Florida. 
Vice-Chairman—Dr. M. K. Bailey, Atlanta, Georgia. 
Secretary—Dr. Robert F. Sharp, New Orleans, Louisiana. 


The Section then adjourned sine die. 





SECTION ON PROCTOLOGY 
Officers 


Gee Wm. Thomas Brockman, Greenville, South Caro- 
ina. 

Vice-Chairman—Dr. Julius E. Linn, Birmingham, Alabama. 
Secretary—Dr. Hoyt R. Allen, Little Rock, Arkansas. 


Thursday, October 28, 9:00 a. m. 


The Section met in the Convention Hall, Room 7, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
Wm. Thomas Brockman, Greenville, South Carolina, who read 
his Chairman’s Address: ‘(How May a Proctologist Best Serve 
His Patients and the Profession?” 


Dr. Frederick B. Campbell, Kansas City, Missouri, read a 
paper entitled ‘Transverse Colostomy in Chronic Ulcerative 
Proctocolitis,” which was discussed by Dr. Curtice Rosser, Dallas, 
Texas; and in closing by the essayist. 


Dr. Frank H. Lahey, Boston, Massachusetts, read a paper 
entitled “The Management of Surgical Lesions of the Colon and 
Rectum” (Lantern Slides), which was discussed by Dr. J. K. 
Anderson, Minneapolis, Minnesota; Dr. Curtice Rosser, Dallas, 
Texas; and in closing by the essayist. 


The Chairman appointed the following Nominating Committee: 
Dr. Claude G. Mentzer, Chairman, Miami, Florida; Dr. Curtice 
Rosser, Dallas, Texas; and Dr. Marion C. Pruitt, Atlanta, Georgia. 


Dr. Mark M. Marks, Kansas City, Missouri, read a paper 
entitled “Correction of Painful Sacral Scars’? (Lantern Slides), 
which was discussed by Dr. Marion C. Pruitt, Atlanta, Georgia; 
Dr. M. H. Todd, Coral Gables, Florida; and in closing by the 
essiyisi. 


Paper by Dr. C. R. Allen and Dr. H. C. Slocum, University 
of Texas Medical Branch, Galveston, Texas, entitled ‘Anesthesia 
in Proctology,” was read by Dr. Slocum, and was discussed by 
Dr. Claude G. Mentzer, Miami, Florida; Dr. D. C. Robertson, 
Orlando, Florida; Dr. A. M. Phillips, Macon, Georgia; aad in 
closing by Dr. Slocum. ; 
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Dr. Ronald F. Elkins, Springfield, Missouri, read a paper 
entitled ‘‘Two Thousand Hemorrhoidectomies, Using the Fansler 
Technic” (Lantern Slides), which was discussed by Dr. Julius E. 
Linn, Birmingham, Alabama; Dr. Alexander E. Rosenburg, Miami 
Beach, Florida; and in closing by the essayist. 


Dr. Rufus C. Alley, Lexington, Kentucky, read a paper entitled 
“Rectal Disorders and the Nervous Patient,’ which was dis- 
cussed by Dr. Claude G. Mentzer, Miami, Florida; Dr. F. H. 
Murray, Philadelphia, Pennsylvania; and in closing by the 
essayist. 


The Nominating Committee reported the following nominations 
for the Section officers, the nominees being duly elected by vote 
of the Section: 


Chairman—Dr. Hoyt R. Allen, Little Rock, Arkansas. 
Vice-Chairman—Dr. Ronald F. Elkins, Springfield, Missouri. 
Secretary—Dr. Rufus C. Alley, Lexington, Kentucky. 


The Section then adjourned sine die. 


SECTION ON OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


Officers 


Chairman—Dr. Shaler Richardson, Jacksonville, Florida. 
Chairman-Elect—Dr. Murdock Equen, Atlanta, Georgia. 
Vice-Chairman—Dr. Thomas R. O’Rourk, Baltimore, Maryland. 
Secretary—Dr. Alston Callahan, Birmingham, Alabama. 


Wednesday, October 27, 9:00 a. m. 


OPHTHALMOLOGY 


‘The Section met in the Barracks Building, Room B, Dinner 
Key, Miami, Florida, and was called to order by the Chairman, 
Dr. Shaler Richardson, Jacksonville, Florida, who presided. 


Dr. Conrad Berens, New York, New York, read a paper en- 
titled ‘Selection of Operations for Glaucoma” (Lantern Slides), 
which was discussed by Dr. Bascom H. Palmer, Miami, Florida; 
and in closing by the essayist. 


Dr. Shaler Richardson, Jacksonville, Florida, read his Chair- 
man’s Address entitled ‘Malignant Melanoma of the Iris,”’ which 
was discussed by Dr. Angus L. MacLean, Baltimore, Maryland; 
and Dr. Bascom H. Palmer, Miami, Florida; and in closing by 
the essayist. 


Dr. Frank D. Costenbader, Washington, D. C., read a paper 
entitled “The Management of Convergent Strabismus with Spe- 
cial Emphasis on Accommodative Convergent Strabismus,’’ which 
was discussed by Dr. Karl B. Benkwith, Montgomery, Alabama; 
and in closing by the essayist. 


Dr. J. Mason Baird, Atlanta, Georgia, read a paper entitled 
“‘An Effective Method of Intracapsular Extraction,” which was 
discussed by Dr. Kate Savage Zerfoss, Nashville, Tennessee; and 
in closing by the essayist. 


Dr. Philip Meriwether Lewis, Memphis, Tennessee, read a 
paper entitled ‘(Complications of Glaucoma Surgery,” which was 
discussed by Dr. Kelly Cox, Dallas, Texas; Dr. Conrad Berens, 
New York, New York; and Dr. Angus L. MacLean, Baltimore, 
Maryland; Dr. Shaler Richardson, Jacksonville, Florida. 


Dr. William M. Boles, New Orleans, Louisiana, read a paper 
entitled ‘““The Use of Sodium Pentothal in Elective Eye Surgery,” 
which was discussed by Dr. Hugh Parsons, Tampa, Florida; and 
Dr. M. C. Wilensky, New Orleans, Louisiana. 

The Section adjourned until 2:00 p. m. 


Wednesday, October 27, 2:00 p. m. 
OTOLARYNGOLOGY 
The Section met at The Marina, Room 1, Dinner Key, Miami, 


Florida, and was called to order by the Chairman, Dr. Shaler 
Richardson, Jacksonville, Florida, who presided. 


The Chairman appointed the following Nominating Committee: 
Dr. E. W. Rucker, Jr., Chairman, Birmingham, Alabama; Dr. 


March 1949 


Kate Savage Zerfoss, Nashville, Tennessee; and Dr. W. Raymond 
McKenzie, Baltimore, Maryland. 


Dr. Gabriel Tucker, Philadelphia, Pennsylvania, read a paper 
entitled “Carcinoma of the Larynx.” 


Dr. Edwin N. Broyles, Baltimore, Maryland, read a 
entitled “New a Procedure for Laryngofissure,’’ vhch 
was discussed by Dr. J. I. Kemler, Baltimore, Maryland; and 
Dr. Nathaniel M. Levin, Miami, Florida. 


Dr. Mercer G. Lynch, New Orleans, Louisiana, read a paper 
entitled “Corrosive Strictures of the phagus and Their Treat- 
ment,” which was discussed by Dr. Philip Bayon, Natchez, 
Mississippi. 


The Nominating Committee reported the following nominations 
for Section officers, the nominees being duly elected by vote of 
the Section: 


Chairman-Elect—Dr. Alston Callahan, Birmingham, Alabama. 
Vice-Chairman—Dr. Bascom H. Palmer, Miami, Florida. 
Secretary—Dr. Edley H. Jones, Vicksburg, Mississippi. 


Paper by Dr. J. Barrett Brown and Dr. Frank McDowell, St. 
Louis, Missouri, entitled ‘Support of the Paralyzed Face with 
Fascia’ (Motion Pictures), was read by Dr. McDowell, and was 
discussed by Dr. W. G. Hamm, Atlanta, Georgia; and Dr. J. 
Brown Farrior, Miami, Florida; and in closing by Dr. McDowell. 


Dr. G. S. Fitz-Hugh, Charlottesville, Virginia, read a paper 
entitled ‘““‘The Management of Recent Fractures of the Facial 
Bones,’’ which was discussed by Dr. Frank L. Bryant, Shreve- 
port, Louisiana. 


The Section then adjourned sine die. 





SECTION ON ANESTHESIA 
Officers 


Chairman—Dr. Fred E. Woodson, Tulsa, Oklahoma. 
Vice-Chairman—Dr. R. A. Miller, San Antonio, Texas. 
Secretary—Dr. Ralph S. Sappenfield, Miami, Florida. 


Tuesday, October 26, 9:00 a. m. 


The Section met in the Convention Hall, Room 1, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
Fred E. Woodson, Tulsa, Oklahoma, who read his Chairman’s 
Address entitled “The Status of Anesthesia in the Southern 
Medical Association Area: A Report of a Survey of 1,500 Hos- 
pitals,”’ which was discussed by Dr. Clyde Brown, Albany, 
Georgia; Dr. John Adriani, New Orleans, Louisiana; - 3 
Steinberg, Lake City, Florida. 


The Chairman appointed the following Nominating Committee: 
Dr. John Adriani, Chairman, New Orleans, Louisiana; Dr. Roger 
J. Forastiere, Miami, Florida; and Dr. R. M. S. Barrett, St. 
Louis, Missouri. 


Dr. David A. Davis, New Orleans, Louisiana, read a paper 
entitled ‘“‘Anesthesia and the Neurosurgical Patient,’’ which was 
discussed by Dr. Harold M. Carron, Tampa, Florida; Dr. John 
E. Penland, Waycross, Georgia; and in closing by the essayist. 


Paper by Dr. Paul M. Wood, New York, New York, oats 
“Anesthesia in Cesarean Section,” was read by Dr. 
Sappenfield, Miami, Florida, in the absence of Dr. Wood, A 
was discussed by Dr. Roger J. Forastiere, Miami, Florida; Dr. 
John T. Stage, Jacksonville, Florida; Dr. Thomas E. Daly, West 
Palm Beach, Florida; Dr. John Adriani, New Orleans, Louisiana; 
and Dr. J. Colquitt Logan; Plains, Georgia. 


Dr. Donald Stubbs (Clinical Professor of Anesthesiology, 
George Washington University School of Medicine, Washington, 
D. C.), Alexandria, Virginia, read a paper entitled ‘“‘The Treat- 
ment of Anoxia,” eg was discussed by Dr. Mark Butler, Fort 
Lauderdale, Florida; John T. Stage, Jacksonville, 

Dr. R. M. S. Barrett, 7 Louis. Missouri; Dr. Hugh A. Gamble, 
Greenville, Mississippi; and in closing by the essayist. 


Dr. John T. Stage, Jacksonville, Florida, read a paper entitled 
“Cardiac Arrest During Anesthesia,” which was discussed by Dr. 
R. M. S. Barrett, St. Louis, Missouri; Dr. George Lee, Galveston, 
Texas; Dr. Harold M Carron, Tampa, Florida; Dr. Hugh A. 
Gamble, Greenville, Mississippi; and in closing by the essayist. 


Dr. Nick J. Accardo, New Orleans, Louisiana, read a paper 
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entitled “Bronchial Plexus Block: Description of a Simplified 
Technic by the Axillary Route” (Lantern Slides), which was 
discussed by Dr. John Adriani, New Orleans, Louisiana; and Dr. 
Clyde Brown, Albany, 

The Nominating Committee reported the following nominations 
for Section officers, the nominees being duly elected by vote of 
the Section: 

Chairman—Dr. Robert A. Miller, San Antonio, Texas. 

Vice-Chairman—Dr. Ralph S. Sappenfield, Miami, Florida. 

Secretary—Dr. David A. Davis, New Orleans, Louisiana. 


The Section then adjourned sine die. 





SECTION ON MEDICAL EDUCATION 
AND HOSPITAL TRAINING 
Officers 


Chairman—Dr. Edgar Hull, New Orleans, Louisiana. 
Vice-Chairman—Dr. H. Boyd Wylie, Baltimore, Maryland. 
Secretary—-Dr. Trawick H. Stubbs, Columbia, Missouri. 


Wednesday, October 27, 9:00 a. m. 


The Section met in the Convention Hall, Room 1, Dinner Key, 


Miami, Florida, and was called to order by the Chairman, Dr. 
Edgar Hull, Department of Medicine, Louisiana State University 
School of Medicine, New Orleans, Louisiana, who read his Chair- 
man’s Address entitled ‘Impacts of General Ethical and Social 
Trends upon Medical Care and upon Medical Education.” 


The Chairman appointed the following Nominating Committee: 
Dr. J. P. Gray, Detroit, Michigan; Dr. R. L. Holman, Balti- 
more, Maryland; and Dr. Trawick H. Stubbs, Columbia, Mis- 
souri. 


Dr. J. Richard Gott, Jr., Chief, Medical Service, Nichols 
Veterans Administration Hospital, and Associate Professor of 
Medicine, University of Louisville School of Medicine, Louisville, 
Kentucky, read a paper entitled “Two Years’ Experience with 
Student Clerkships in a Veterans Administration Hospital,” which 
was discussed by Dr. William T. Doran, Washington, D. C.; 
Dr. Joseph Thomas Roberts, Little Rock, Arkansas; and in 
closing by the essayist. 


Dr. Joseph W. _Mountin, Assistant Surgeon General, U. S. 
Public Health Service, Washington, D. C., read a paper entitled 
“Continuation in Medical Education and Its Implications,” which 
was discussed by Dr. Wilson T. Sowder, Jacksonville, Florida; 


Dr. W. Callier Salley, Norfolk, Virginia; and in closing by the 
essayist. 


Dr. Murray C. Brown, Director of Medical Education, Meharry 
Medical College, Nashville, Tennessee, read a paper entitled 
“Medical School Financing in Theory and Practice,” which was 
discussed by Dr. D. Bailey Calvin, Galveston, Texas; and in 
closing by the essayist. 


Dr. Joseph E. Markee, Professor and Chairman, Department of 
Anatomy, Duke University School of Medicine, Durham, Nor‘h 
Carolina, read a paper entitled “Present Trends in Teaching Aids 
for Medical Schools,” which was discussed by Dr. Trawick H. 
Stubbs, Columbia, Missouri; and in closing by the essayist. 


_ Dr. Donald G. Anderson, Secretary, Council on Medical Educa- 
tion and Hospitals, American Medical Association, Chicago, 
Illinois, read a paper entitled “Current Problems in Medical 
Education.” which was discussed bv Dr. Vernon W Lippard, 
New Orleans, Louisiana; and in closing by the essayist. 


Dr. D. Bailey Calvin, Dean of Student and Curricular Affairs, 
University of Texas Medical Branch, Galveston, Texas, read a 
paper entitled “The Danger of ‘Quick’ Medical Education,” 


which was discussed by Dr. Trawick H. Stubbs, Columbia, 


Missouri; Dr. Joseph E. Markee, Durham, North Carolina; and 
in closing by the essayist. 


Pugh bag eo P mage a4 reported re following nomina- 
or ion officers, the nomi i dul 1 
vote of the Section: Se ee eee 
Chairman—Dr. Vernon W. Lippard, New Orleans, Louisiana. 
Wie Cheimen—De. Joseph E. Markee, Durham, North Caro- 
ina. 
Secretary—*Dr. Trawick H. Stubbs, Columbia, Missouri. 


The Section then adjourned sine die. 


—_—— 


*Dr. Stubbs was elected Sec . F 
1946 for three — tetary at the Baltimore meeting in 
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SECTION ON PUBLIC HEALTH 
Officers 


Chairman—Dr. Robert E. Fox, Albemarle, North Carolina. 
Vice-Chairman--Dr. Newman H. Dyer, Charleston, West Virginia. 
Secretary--Dr. George A. Dame, Jacksonville, Florida. 


Wednesday, October 27, 2:00 p. m. 


The Section met in the Convention Hall, Room 7, Dinner Key, 
Miami, Florida, and was called to order by the Chairman, Dr. 
Robert E. Fox, County Health Officer, Stanly County Health 
Department, Albemarle, North Carolina, who read his Chairman’s 
Address entitled “Is Diabetes a Problem of the South?” 


The Chairman appointed the following Nominating Committee: 
Dr. Felix J. Underwood, Jackson, Mississippi; Dr. Frank V 
Chappell, Tampa, Florida; and Dr. Ben F. Wyman, Columbia, 
South Carolina. 


Dr. W. L. Treuting, Professor of Public Health Adminis- 
tration, Tulane University School of Medicine, New Orleans, 
Louisiana, read a paper entitled ‘Current Concepts in the Contro? 
and Treatment of Intestinal Parasites,” which was discussed by 
Dr. Albert V. Hardy, Jacksonville, Florida; and in closing by 
the essayist. 


Dr. Felix J. Underwood, Secretary and Executive Officer, 
Mississippi State Board of Health, Jackson, Mississippi, read a 
paper entitled ‘Coordination of Lay Groups.” A prepared dis- 
cussion on this paper by Dr. Robert D. Higgins, Daytona Beach, 
Florida, was read by the Secretary, Dr. George A. Dame. 


Dr. Lucille J. Marsh, U. S. Children’s Bureau, Federal Security 
Agency, Atlanta, Georgia, read a paper entitled “Some Recent 
Advances in the Field of Maternal and Child Health,” which was 
discussed by Dr. William A. Reilly, Little Rock, Arkansas; 
and Dr. Leland Dame, Orlando, Florida. 


Paper by Dr. J. W. R. Norton, State Health Officer, North 
Carolina State Board of Health, and Dr. C. P. Stevick, Raleigh, 
North Carolina, entitled ‘Observations in the 1948 Poliomyelitis 
Epidemic in North Carolina,” was read by Dr. Norton and was 
discussed by Dr. Ben F. Wyman, Columbia, South Carolina; 
Dr. James B. Parramore, Key West Florida; and in closing by 
Dr. Norton. 


Dr. M. J. Pescor, Acting Director, Division of Mental Hygiene, 
Georgia State Department of Health, Atlanta, Georgia, read a 
paper entitled “Adapting Mental Hygiene to Public Health 
Methods,” which was discussed by Dr. Lowell S. Selling, Orlando, 
Florida; Dr. Felix J. Underwood, Jackson, Mississippi; and in 
closing by the essayist. 


The Chairman recognized Dr. B. F. Austin, Atlanta, Georgia, 
Chairman of the Section on Public Health last year, who was 
unable to attend the Baltimore meeting, and expressed the pleas- 
ure of the Section that he had recovered and was able again to 
attend the Section meeting. 


The Nominating Committee reported the following nominations 
for the Section officers, the nominees being duly elected by 
vote of the Section: 


Chairman—Dr. George A. Dame, Jacksonville, Florida. 
Vice-Chairman—Dr. Thomas H. Sellers, Atlanta, Georgia. 
Secretary—Dr. Waldo L. Treuting, New Orleans, Louisiana. 


The Section then adjourned sine die. 





AMERICAN COLLEGE OF CHEST PHYSICIANS 

Southern Chapter 
Meeting conjointly with Southern Medical Association 
Officers 

President—Dr. Herbert L. Mantz, Kansas City, Missouri. 

First Vice-President—Dr. Dean B. Cole, Richmond, Virginia. 

Second Vice-President and Chairman of Program Committee—Dr. 

David H. Waterman, Knoxville, Tennessee. 

Secretary-Treasurer—Dr. Hollis E. Johnson, Nashville, Tennessee. 

Sunday, October 24 


The American College of Chest Physicians, Southern Chapter, 
met at the Hotel Martinique, Miami Beach. At the scientific 
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session Sunday afternoon, Dr. Sydney Jacobs, Chairman, Medical 
Section, New Orleans, Louisiana, presiding, five papers were pre- 
sented. At the President’s banquet, Dr. Duane Carr, Chairman, 
Luncheon and Dinner Section, Memphis, Tennessee, Toastmaster, 
presided, and the President, Dr. Herbert L. Mantz, Kansas City, 
Missouri, delivered his President’s Address entitled ‘Controlled 
Studies in Tuberculosis Therapy.” Following the banquet an 
X-Ray Conference was held, Dr. Hollis E. Johnson, Nashville, 
Tennessee, Moderator. 


Monday, October 25 


The Southern Chapter met at Dinner Key, Barracks Building, 
Miami, Dr. John S. Harter, Chairman, Surgical Section, Louis- 
ville, Kentucky, presiding. At the scientific session four papers 
were presented. At a luncheon meeting, Dr. Herbert L. Mantz, 
President, Southern Chapter, Kansas City, Missouri, presiding, 
Dr. Horace G. Smithy, Charleston, South Carolina, delivered an 
address entitled ‘Surgical Treatment of the Constrictive Valvular 
Diseases of the Heart.” 


At the business meeting which concluded the program the 
following officers were elected: 


President—Dr. Dean B. Cole, Richmond, Virginia. 

First Vice-President—Dr. David H. Waterman, Knoxville, Ten- 
nessee. 

Second Vice-President and Chairman of Program Committee— 
Dr. M. Jay Flipse, Miami, Florida. 

Secretary-Treasurer—Dr. Hollis E. Johnson, Nashville, Tennessee. 





WOMAN’S AUXILIARY TO THE SOUTHERN 
MEDICAL ASSOCIATION 


Officers 


President—Mrs. Olin S. Cofer, Atlanta, Georgia. 
President-Elect—Mrs. Joseph W. Kelso, Oklahoma City, Oklahoma. 
First Vice-President—Mrs. Elmer L. Henderson, Louisville, Ken- 


t y. 

cee Vice-President—Mrs. Frederick W. Krueger, Jacksonville, 
lorida. 

Recording Secretary—Mrs. E. Latane Flanagan, Richmond, Vir- 


ginia. 
Corresponding Secretary—Mrs. W. A. Selman, Atlanta, Georgia. 
Treasurer—Mrs. R. C. Haynes, Marshall, Missouri. 
Historian—Mrs. Stanley A. Hill, Corinth, Mississippi. 
oe Charles P. Corn, Greenville, South Caro- 
a. 
Standing Committees— 
Research and Romance of Medicine—Mrs. Edgar H. Greene, 
Atlanta, Georgia. 
Custodian of Records—Mrs. E. Latane Flanagan, Richmond, 
Virginia. 
Doctors’ Day—Mrs. W. G. Elliott, Cuthbert, Georgia. 
Budget—Mrs. U. G. McClure, Charleston, West Virginia. 
Memorial—Mrs. W. W. Potter, Knoxville, Tennessee. 
Resolutions—Mrs. Frank N. Haggard, San Antonio, Texas. 
sy Graduate Loan Fund—Mrs. J. Ullman Reaves, Mobile, 


ma 
Jane Todd Crawford Memorial—Mrs. A. T. McCormack, Louis- 
ville, Kentucky. 
The Twenty-Fourth Annual Meeting of the Woman’s Auxiliary 
to the Southern Medical Association was held at Miami, Florida, 
October 26-28, with the Columbus Hotel as headquarters. 


Tuesday, October 26, 8:00 a. m. 


The Executive Board met at breakfast at the Columbus Hotel, 
Biscayne Room, the President, Mrs. Olin S. Cofer, presiding. 
There were thirty-five present. 

Mrs. James N. Brawner, Sr., Past President, Woman’s Auxiliary 
to the Southern Medical Association, Atlanta, Georgia, gave the 
invocation. 


In the absence of the Parliamentarian, Mrs. Charles P. Corn, 
Greenville, South Carolina, Mrs. James N. Brawner, Sr., acted 
as Parliamentarian. 


Minutes of the post-convention meeting in Baltimore were 
read and approved. 

Dr. J. P. Culpepper, Jr., Hattiesburg, Mississippi, Chairman 
of the Executive Committee of the Council of the Southern 
Medical Association, which is the Advisory Committee to the Aux- 
iliary from the Southern Medical Association, was guest speaker. 
Dr. Culpepper highlighted his talk with the thought that the 
Association is proud of the work its Auxiliary is doing in the 
Research and Romance of Medicine and Doctors’ Day programs. 
In conformity with the request of the Auxiliary from its Post- 
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Convention Board meeting at Baltimore last year to the Advisory 
Committee for advice as to the decision of the Jane Todd Craw- 
ford Memorial Fund, the Chairman, Dr. Culpepper, read the 
following action of the Executive Committee taken at its meet- 
ing held in Birmingham in May which was adopted: “(1) Since 
the amount of funds on hand is insufficient for a student Joan 
fund program, this purpose of the fund should discontinued; 
(2) A valuable contribution on the part of the Woman’s Auxiliary 
can be made if at least the amount of the original contribution 
from the women of Kentucky, $1,000, be returned to Kentucky 
to set up a memorial to Jane Todd Crawford in the Ephraim 
McDowell Home in Danville, now owned by the medical profes- 
sion of Kentucky as a permanent memorial; and (3) The Com- 
mittee recommends that the Auxiliary make no further appeal for 
funds for this objective, and that they do not have any money- 
raising activities in the future.” The Jane Todd Crawford Com- 
mittee of the Auxiliary met with the Advisory Committee of the 
Council at the request of the Chairman, Dr. Culpepper, at 11:00 
a. m. 


Mrs. J. Ullman Reaves, Chairman, Post Graduate Loan Fund, 
Mobile, Alabama, recommended that the Jane Todd Crawford 
Memorial Scholarship Fund be continued but the motion was lost. 


Newly appointed auditors were Mrs. J. Ullman Reaves, Mobile, 


* Alabama, and Mrs. U. G. McClure, Charlestown, West Virginia. 


The following Nominating Committee was appointed: Mrs. 
M. Pinson Neal, Chairman, Columbia, Missouri; Mrs. W a 
Potter, Knoxville, Tennessee; Mrs. James N. Brawner, Sr., 
Atlanta, Georgia; Mrs. L. E. Parmley, Winter Haven, Florida; 
and Mrs. Neal W. Woodward, Oklahoma City, Oklahoma. 

Mrs. L. E.' Parmley, Winter Haven, Florida, and Mrs. David 
F. Adcock, Columbia, South Carolina, consented to serve as the 
Reading Committee. 


The Board meeting then adjourned. 
Tuesday, October 26, 10:00 a. m. 


The Auxiliary met in the Sun Room, Columbus Hotel, and 
was called to order by the President, Mrs. Olin S. Cofer, who 
presided. 

Dr. Albert Dale Hagler, Pastor, Bryan Memorial Methodist 
Church, Coconut Grove, Florida, delivered the invocation. 

Addresses of welcome were given by Mrs. R. F. Stover, Presi- 
dent, Woman’s Auxiliary to Dade County Medical Association 
and General Chairman for Ladies’ Entertainment, and Mrs. L. E. 
Parmley, Winter Haven, Florida, President of the Woman’s 
Auxiliary to the Florida Medical Association. Mrs. David F. 
Adcock, Immediate Past President, Woman’s Auxiliary to the 
South Carolina Medical Association, Columbia, responded to the 
addresses of welcome. 

Dr. Lucien A. LeDoux, President, Southern Medical Associa- 
tion, New Orleans, Louisiana, brought greetings and spoke briefly 
on the importance of the work of the Woman’s Auxiliary. 

Chairman of Pages, Mrs. Hugh H. Gregory, Atlanta, Georgia, 
introduced her pages, Mrs. Russell Morgan and Mrs. Nelson 
Black, Jr., Miami. 


Mrs. Luther Kice, Long Island City, New York, and Mrs. 


Eustace A. Allen, Atlanta, Georgia, President and Immediate - 


Past President, respectively, of the Woman’s Auxiliary to the 
American Medical Association, were introduced. 

A letter was read from Mrs. Frank N. Haggard, a Past Presi- 
dent of the Woman’s Auxiliary to the Southern Medical Asso- 
ciation, San Antonio, Texas, sending greetings and expressing 
regrets at her inability to be present. 

The reports of the officers were given and accepted as read. 
The President announced that a telegram of sympathy had been 
sent Mrs. Frederick W. Krueger, Second Vice-President, Jack- 
sonville, Florida. 

Mrs. Charles P. Corn, Parliamentarian and a Past President, 
Greenville, South Carolina, telegraphed regrets at her inability 
to be present. 

The President, Mrs. Cofer, was thanked for her outstanding 
report of her year’s work. 

_ The minutes of the Baltimore meeting were accepted as printed 
in the Southern Medical Journal for January, 1948. 

Councilors and State Presidents were recognized. 

Sixteen states were represented in the roll call of states. Mrs. 
L. W. Dowlen, Miami, Chairman of Registration, reported 531 
women registered from the sixteen states and the District of 
Columbia. 

Mrs. W. W. Potter, Chairman of the Memorial Committee, 
Knoxville, Tennessee, conducted an impressive memorial 
in memory of 74 departed members during the year. 

The meeting then adjourned sine die. 
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Wednesday, October 27, 10:00 a. m. 


The Auxiliary met in the Columbus Hotel, Sun Room, Mrs. 
Olin S. Cofer, presiding. 


The Invocation was given by Mrs. W. A. Selman, Atlanta, 
Georgia. 


Mrs. R. F. Stover, President, Woman’s Auxiliary to the Dade 
County Medical Association and General Chairman for Ladies’ 
Entertainment, Miami, greeted members and guests and made 
some announcements. 


The minutes of the First Session of the Auxiliary were read 
and approved. 


The reports of the Standing Committees were read and ac- 
cepted. Those carrying recommendations were the report of the 
Budget Committee which recommended that any funds remain- 
ing in the Treasury be added to the President’s Fund to be 
used at her discretion. This recommendation was adopted. Mrs. 
Edgar H. Greene, Chairman of Research and Romance of Medicine, 
Atlanta, Georgia, presented the following recommendation which 
was adopted: (1) that a revised pamphlet be compiled and pub- 
lished, the contents of which will list material available in the 
files of the Committee on Research and Romance of Medicine 
of the Woman’s Auxiliary to the Southern Medical Association 
to be titled “Suggestive Programs for the Woman’s Auxiliaries 
to the County Medical Societies’”’ and that a copy be mailed to 
each county and state president and to the state councilors of 
the sixteen states and the District of Columbia, represented on 
the roster of the Woman’s Auxiliary to the Southern Medical 
Association, and (2) that a steel file with lock drawer or drawers 
be bought in which to store the records. 


Mrs. J. Ullman Reaves, Chairman, Post Graduate Loan Fund, 
Mobile, Alabama, presented the following recommendation which 
was adopted: that the Woman’s Auxiliary to the Southern Medi- 
cal Association report to their Advisory Committee at the 1949 
convention regarding the Jane Todd Crawford Memorial Student 
Loan Fund. Also that all funds and bonds belonging to the 
Jane Todd Crawford Memorial Fund be held now and in the 
future by the Treasurer of the Woman’s Auxiliary to the Southern 
Medical Association. 


Mrs. L. W. Dowlen, Miami, Chairman of Registration Com- 
mittee, reported a total registration of 579 women. Reports of 
state councilors were given and accepted. 


Mrs. W. Frank Jordan, Immediate Past President, Woman’s 
Auxiliary to the Medical Association of the State of A! . 
Huntsville, Alabama, reported on the meeting of the Woman’s 
— to the American Medical Association held in Chicago 
in June. 


Mrs. W. E. Hoffman, President, Woman’s Auxiliary to the 
West Virginia State Medical Association, Charleston, West Vir- 
sia, presented the courtesy resolutions which were accepted as 


The Auditing Committee reported the Treasurer’s books to 
be found correct, congratulating the Auxiliary on the services of 
the Treasurer, Mrs. R. C. Haynes, Marshall, Missouri. 


The Jane Todd Crawford Committee of the Auxiliary, Mrs. 
Joseph W. Kelso, Chairman, which met yesterday with the 
Advisory Committee to the Auxiliary from the Council of the 
Southern Medical Association, Dr. J. P. Culpepper, Chairman, 
made ‘the following report which was accepted: The Advisory 
Committee of the Southern Medical Association to the Woman’s 
Auxiliary on October 26, 1948, advised the Special Committee 
of the Jane Todd Crawford Memorial Student Loan Fund that 
they would reconsider their advice on the continuation of said 
fund and continue solicitation of money for the Jane Todd Craw- 
ford Memorial Loan Fund if the Auxiliary so desired, and informed 
the Committee that this Advisory Committee will stand firmly 
behind the Woman’s Auxiliary to the Southern Medical Associa- 
tion in their plans and projects. They requested that the Com- 
mittee from the Woman’s Auxiliary report to them at the next 
annual meeting of the Southern Medical Association regarding 
their plans for the Jane Todd Crawford Memorial Student Loan 
Fund and earnestly urged them to get together on some definite 
agreement on the whole matter. They also advised that the 
money and bonds belonging to the Jane Todd Crawford Memorial 
Fund be held by the Woman’s Auxiliary. 


Mrs. M. Pinson Neal, Chairman of the Nominating Committee, 
Columbia, Missouri, presented the following report for the Com- 
mittee, the nominees being elected by acclamation: 

President—Mrs. Joseph W. Kelso, Oklahoma City, Oklahoma. 

President-Elect—Mrs. R. C. Haynes, Marshall, Missouri. 

First Vice-President—Mrs. R. F. Stover, Miami, Florida. 
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= Vice-President—Mrs. U. G. McClure, Charleston, West 

Jirginia. 

Recording Secretary—-Mrs. David F. Adcock, Columbia, South 
Carolina. 

Corresponding Secretary—Mrs. Neil W. Woodward, Oklahoma 
City, Oklahoma. 

Treasurer—Mrs. Stanley A. Hill, Corinth, Mississippi. 

Parliamentarian—Mrs. Olin S. Cofer, Atlanta, Georgia. 

Historian—Mrs. L. S. Thompson, Dallas, Texas. 


Mrs. Eustace A. Allen, Immediate Past President, Woman’s 
Auxiliary to the American Medical Association, Atlanta, Georgia, 
installed the newly elected officers. 


Mrs. Olin S. Cofer, retiring President, presented the gavel to 
the incoming President, Mrs. Joseph W. Kelso, Oklahoma City, 
Oklahoma, who announced a meeting of the Executive Board 
and Post-Convention Board meeting. A silver tray was pre- 
sented to Mrs. Cofer by Mrs. Shelley C. Davis, President, 
Fulton County Auxiliary, Atlanta, Georgia. 


The meeting then adjourned. 
Wednesday, October 27, 1:00 p. m. 


The Auxiliary met for its Annual Luncheon at the Roney 
Plaza Hotel, Biscayne Room, Miami Beach, the President, Mrs. 
Olin S. Cofer, presiding. 


Mrs. James N. Brawner, Sr., Past President, Woman’s Auxiliary 
to the Southern Medical Association, Atlanta, Georgia, gave. the 
invocation. 


Among those present and introduced were: Dr. Lucien A. 
LeDoux, President, Southern Medical Association, New Orleans, 
Louisiana, and Dr. Oscar B. Hunter, President-Elect, Southern 
Medical Association, Washington, D. C. 


Dr. Elmer L. Henderson, Louisville, Kentucky, Past Presi-— 
dent, Southern Medical Association, Chairman of the Board ‘of 
Trustees of the American Medical Association, and United States 
Member of the Council of the World Medical Association, was 
introduced and spoke on ‘Medicine as a World Problem.” Dr. 
Henderson gave observations made personally in a number of 
other countries which he had recently visited as to 
medicine. He stressed the importance of the Auxiliaries as a 
Public Relations medium. 


Mrs. Luther H. Kice, President, Woman’s Auxiliary to the 
American Medical Association, Long Island City, New York, was. 
introduced. In her address she stressed the need for at least $0,000 
more student nurses in the United States, stating that ‘“‘The real 
work of the American Medical Association Auxiliary is the: 
furtherance of all phases of health programs through active 
leadership where called for or through cooperation with already 
established agencies working for better health.” ’ 


Mrs. Julius Alexander, Chairman of Entertainment, Miami, was 
introduced and spoke briefly. 


A fashion show was presented following which the Auxiliary 
adjourned. 


Thursday, October 28, 9:00 a. m. 


The post-convention meeting of the Executive Board was held 
following a breakfast at the McAllister Hotel, the President, Mrs. 
Joseph W. Kelso, Oklahoma City, presiding. There were 23 
present. 


Mrs. James N. Brawner, Sr., Past President, Woman’s Auxiliary 
to the Southern Medical Association, Atlanta, Georgia, gave the 
invocation. 


Dr. Oscar B. Hunter, incoming President of the Southern 
Medical Association, Washington, C., extended greetings, 
stating that the big need of the medical profession today is 
for good public relations and stressed the important part that 
the Auxiliary could take in bringing to the public the truth 
about medicine. 


Mr. C. P. Loranz, Secretary-Manager, Southern Medical Asso- 
ciation, Birmingham, Alabama, gave a short evaluation talk on 
Auxiliary functions. 


Mrs. Olin S. Cofer, retiring President, Atlanta, Georgia, ex- 
pressed appreciation for the splendid cooperation during her presi- 
dency and extended thanks to Mrs. R. F. Stover, Chairman of 
Ladies’ Eentertainment, Miami, for her work in making the 
meeting a success. Mrs. Stover extended an invitation to the 
Auxiliary to return to Miami in 1951. 


Mrs. Joseph W. Kelso, Oklahoma City, Oklahoma, stressed 
Auxiliary participation in Public Relations work but requested 
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that in the future State Councilor reports cover only three objec- 
tives of the Southern Auxiliary: Romance and Research of Medi- 
cine, Jane Todd Crawford Memorial, and Doctors’ Day, the only 
other information to be included in the reports being new 
auxiliaries and membership. She requested cooperation in obtain- 
ing new members for the Southern Medical Association in an 
endeavor to help reach the 1949 goal of 10,000 members. 


Mrs. James N. Brawner, Sr., Acting Parliamentarian, Atlanta, 
Georgia, gave a talk on the history of the Auxiliary—its organ- 
ization 24 years ago in New Orleans by Mrs. Seale Harris, her 
own installation as President in Miami nineteen years ago, and 
advised that she would try to have as much information as 
possible concerning charter members to present at the Auxiliary’s 
silver anniversary celebration in 1949. Tribute was paid Ken- 
tucky women on the biennial meeting held in Cincinnati nine- 
teen years ago during the bank closure. 


Mrs. M. Pinson Neal, Columbia, Missouri, extended greetings 
and suggested that a message be sent to Mrs. Wiley R. Buffing- 
ton, a Past President of the Auxiliary, New Orleans, Louisiana, 
who was unable to be present. 


Mrs. Joseph W. Kelso, Oklahoma City, Oklahoma, explained 
that wives, widows and unmarried daughters of retired or de- 
ceased physicians are to be honorary members of the Auxiliary, 
providing their husbands or fathers were members of the South- 
ern Medical Association at the time of their death. 


The Board decided that chairmen of committees should appoint 
their own committee members in the interest of efficiency. 


Mrs. W. W. Potter, Knoxville, Tennessee, Vice-President, 
Woman’s Auxiliary to the American Medical Association and 
Past President of the Woman’s Auxiliary to the Southern Medi- 
cal Association, requested cooperation on immediate replies to 
letters from officers and urged that reports be sent promptly 
to the historian. 


The Board meeting then adjourned. 





TECHNICAL EXHIBITS 
Convention Hall, Dinner Key 


The following are the business firms that had exhibits at the 
Miami meeting with the space number: 





Space No 
Abbott Laboratories, North Chicago, Ill... a 
Aloe Company, A. S., St. Louis, Mo. “104- 105- 106 
American Hospital Supply Corporation, Evanston, Ill... 123 


American Optical Company, Southbridge, Mass... 









Ames Company, Inc., Elkhart, Ind... wine ae 
Armour Laboratories, The, Chicago, Ill._.__ ...----37-38 
Ayerst, McKenna and Harrison, Ltd., New York, N. a 94 
Bard-Parker Company, Inc., Danbury, el 72 
Bilbuber-Knoll Corporation, Orange, N. J. 657 
Bischoff Company, Inc., Ernst, Ivoryton, Conn... (9S 
Blakiston Company, The, Philadelphia, Pa... 96 
Bristol Laboratories, Inc., New York, N. Y... 99 
Bristol-Myers Company, New York, N. Y. 14 


Burroughs Wellcome and Company, Inc., Tashohes, N. Y. 103 


‘Cameron Heartometer Company, Chicago, Ill... a. ae 
Cameron’s Surgical Specialty Company, Chicago, IIl.... —— 
Carnation Company, Ox , Wis... 





Ciba Pharmaceutical Products, rg 3 Summit, N. “mn 
Cinchona Products Institute, Inc., New York, N. ae oe 
Cutter Laboratories, Berkeley, Calif. staicence Sais 
Davies, Rose & Company, Ltd., Boston, en. ae 
Davis & Beck, Inc., Brooklyn, N. Y. 
Doak Company, Inc., Cleveland, O. a 
Doho Chemical Corporation, The, New York; N. Y.. 
E. I. Du Pont de Nemours & Company, Inc., Wilmington, 

eT ‘ eae as 88 
Eastman Kodak Cunnine. Seeten N. y. 119 
Eaton Laboratories, Inc., Norwich, N. Y........._.128-129-130 


Fancee Free Manufacturing Company, St. Louis, Mo. 131 
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Space No 

Foley Manufacturing Company, Minneapolis, Minn. 77 
Foregger Company, The, New York, N. Y.— --.... 39 
General Electric X-Ray Corporation, Milwaukee, Wis. 48-49 
Glidden and Company, Inc., Otis E., Evanston, Ill... 7 











Hart Drug Corporation, Miami, Fla. .....__________. 138 
Hoeber, Inc., Paul B., New York, N. Y..-. i 90 
Hoffmann-LaRoche, Inc., Nutley, N. J.——-——----.. 63 
Holland-Rantos Company, Inc., New York, N. Y.—..... 32 
Ille Electric Corporation, Long Island City, N. Y.....---.. 78 
Irwin, Neisler & Company, Decatur, Ill... 5 
Jones Metabolism Equipment Company, Chicago, Ill. 6 
Kelley-Koett Manufacturing Company, The, Covington, 

Ky. oes 
Kendall Company, C. B., Indianapolis, Ind... ‘ 9 
Kremers-Urban Company, Milwaukee, Wis... 69 
Lea and Febiger, Philadelphia, Pa... = 95 
Lederle Laboratories, Inc., New York, N. YY... a 
Lilly and Company, Eli, Indianapolis, Ind.....___._____________. 52-53-54 
Lippincott Company, J. B., Philadelphia, Pa... «=#=84 
M & R Dietetic Laboratories, Inc., Columbus, O...... ......70-71 
Macmillan Company, The, New York, N. YY... 97 
Majors Company, J. A., New Orleans, La... 107 
Massengill Company, The S. E., Bristol, Tenn... 122 
Mattern Manufacturing Company, F., Chicago, Ill... 10-11 


McNeil Laboratories, Inc., Philadelphia, Pa, ...____. 
Mead Johnson & Company, Evansville, Ind. _____. 
Medical Bureau, The, Chicago, Ill 

Merck & Company, Inc., Rahway, N. J... 

Merrell Company, The William S., Cincinnati, 0... 
Mosby Company, The C. V., St. Louis, <_<... 
Nepera Chemical Company, Inc., Yonkers, N. Y. 





























Ortho Pharmaceutical Corporation, Raritan, N. J.—........ 132 
Parke, Davis & Company, Detroit, Mich...____ _34-35-36 
Pet Milk Sales Corporation, St. Louis, Mo 23-24 
Picker X-Ray Corporation, New York, N. Y.—.._...19-20-21-22 
Pitman-Moore Company, Indianapolis, Ind 112 
Poythress and Company, Inc., Wm. P., Richmond, Va... 86 
Roerig and Company, J. B., Chicago, Ill... 82 
Sanborn Company, Cambridge, Mass. 62 
Sandoz Chemical Works, Inc., New York, N. Y.—........_ 120 
Saunders Company, W. B., Philadelphia, Pa.—_ . 108 
Schenley Laboratories, Inc., New York, N. Y....._........._ 140 
Schering Corporation, Bloomfield, N. J we 
Schieffelin & Company, New York, N. Y..-..._______- 135 
Searle & Company, G. D., Chicago, Tll.......--__ 87 
Sharp & Dohme, Philadelphia, Pa 73- 74- 75-76 
Smith, Kline & French Laboratories, Philadelphia, Pa... 89 
Spencer, Inc., New Haven, Conn... addappasnenend 68 
Squibb & Sons, E. R., New York, N. sce RR err tae _55- 56 
Strong, Cobb & Company, Inc., Ristinn ORE Eae eae 139 
Table Rock Company, Greenville, S. C....._-_.____________. 137 
Ti: Ts Bl hci tis 50 
Turner Company, J. E., Palm Beach, Fla. “Rew fees 8 
U. S. Vitamin Corporation, New York, N. Y............... = 
Upjohn Company, The, Kalamazoo, Mich. ..............109-110-111 
Vitamin Food Company, Inc., Newark, N. J..- — 42 
Walker Vitamin Products, Inc., Newark, N. J. Se ene 
Wallace and Tiernan, Belleville, N. J... 15 
Warner and Company, Inc., Wm. R., New York, N. y. 27 
Westinghouse Electric Corporation, Pittsburg, Pa. 114 
White Laboratories, Inc., Newark, N. J. : a 4 
Whittier Laboratories, Chicago, Ill. a 141 
Winthrop-Stearns, Inc., New York, N. Y¥..—..... 124-125-126 
Wyeth Incorporated, Philadelphia, Pa... * 113 
Zimmer Manufacturing Company, Warsaw, Ind. 33 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1948-1949, and of 
an association meeting conjointly with the Southern 
Medical Association: 


President—Dr. Oscar B. Hunter, Washington, D. C. 


President-Elect—Dr. Hamilton W. McKay, Charlotte, N. C. 


First Vice-President—Dr. Curtice Rosser, Dallas, Tex. 


Second Vice-President—Dr. Donald W. Smith, Miami, Fla. 
Secretary-Manager (Secretary, Treasurer and General Manager)— 


Mr. C. P. Loranz, Birmingham, Ala. 
Editor of Journal—Dr. M. Y. Dabney, Birmingham, Ala. 


Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Ala. 


Councilors—Dr. Arnold McNitt, Chairman, Washington, D. C.; 
Dr. Wilbur M. Salter, Anniston, Ala.; Dr. Oliver C. Melson, 
Little Rock, Ark.; Dr. William C. Thomas, Gainesville, Fla.; 
Dr. W. A. Selman, Atlanta, Ga.; Dr. Clifford N. Heisel, 
Covington, Ky.; Dr. Edwin H. Lawson, New Orleans, La.; 
Dr. F. A. Holden, Baltimore, Md.; Dr. G. Lamar Arrington, 
Meridian, Miss.; Dr. Daniel L. Sexton, St. Louis, Mo.; Dr. 

Arthur H. London, Jr., Durham, N. C.; Dr. Fred E. Wood- 

son, Tulsa, Okla.; Dr. W. L. Pressly, Due West, S. C.; Dr. 

R. L. Sanders, Memphis, Tenn.; Dr. Walter G. Stuck, San 

Antonio, Tex.; Dr. T. Dewey Davis, Richmond, Va.; Dr. 

Andrew E. Amick, Lewisburg, W. Va. Executive Committee 

of Council—Dr. Arnold McNitt, Chairman; Dr. W. L. Pressly, 

and Dr. F. A. Holden. 


Board of Trustees (All are Past Presidents)—Dr. Harvey F. Gar- 
rison, Chairman, Jackson, Miss.; Dr. James A. Ryan, Coving- 
ton, Ky.; Dr. E. Vernon Mastin, St. Louis, Mo.; Dr. M. Y. 
Dabney, Birmingham, Ala.; Dr. E. L. Henderson, Louisville, 
Ky.; Dr. Lucien A. LeDoux, New Orleans, La. 


Section om General Practice—Dr. Steve P. Kenyon, Chairman, 
Dawson, Ga.; Dr. David G. Miller, Jr., Vice-Chairman, Mor- 
gantown, Ky.; Dr. W. H. Anderson, Secretary, Booneville, Miss. 


Section om Medicine—Dr. E. Sterling Nichol, Chairman, Miami, 
Fla.; Dr. J. Murray Ki , Vice-Chairman, Louisville, Ky.; 
Dr. Harold M. Horack, Secretary, New Orleans, La. 


Section om Gastroenterology—Dr. Gordon McHardy, Chairman, 
New Orleans, La.; Dr. Bruce D. Kenamore, Vice-Chairman, 
St. Louis, Mo.; Dr. Donald F. Marion, Secretary, Miami, Fla. 


Section on Neurology and Psychiatry—Dr. 
Chairman, Miami, Fla.; Dr. 
Jacksonville, Fla. 


James L. Anderson, 
Sullivan G. Bedell, Secretary, 


Section on Pediatrics—Dr. Samuel F. Ravenel, Chairman, Greens- 
boro, N. C.; Dr. William L. Funkhouser, Vice-Chairman, 
Atlanta, Ga.; Dr. James G. Hughes, Secretary, Memphis, Tenn. 


Section on Pathology—Dr. Russell L. Holman, Chairman, New 
Orleans, La.; Dr. H. R. Pratt-Thomas, Vice-Chairman, Charles- 
ton, S. C.; Dr. Cyrus C. Erickson, Secretary, Durham, N. C. 


Section on Radiology—Dr. Wendell G. Scott, Chairman, St. Louis, 
Mo.; Dr. Robert C. Pendergrass, Vice-Chairman, Americus, Ga.; 
Dr. Gerard Raap, Secretary, Miami, Fla. 


Section on Dermatology and Syphilology—Dr. Richard W. Fowlkes, 
Chairman, Richmond, Va.; Dr. William L. Dobes, Vice-Chair- 


=. Atlanta, Ga.; Dr. D. Truett Gandy, Secretary, Houston, 
eXas. 
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Section on Allergy—Dr. W. Ambrose McGee, Chairman, Rich- 
mond, Va.; Dr. Mason I. Lowance, Vice-Chairman, Atlanta, 
Ga.; Dr. Vincent J. Derbes, Secretary, New Orleans, La. 


Section on Physical Medicine—Dr. George D. Wilson, Chairman, 
— N. C.; Dr. Walter J. Lee, Vice-Chairman, Richmond, 
Va.; E. M. Smith (Col., M.C., U.S.A.), Secretary, Wash- 
tg D. fe. 


Section on Industrial Medicine and Surgery—Dr. Carl A. Nau, 
Chairman, Galveston, Tex.; Dr. Gradie R. Rowntree, Vice- 
Chairman, Louisville, Ky.; Dr. J. J. Brandabur, Secretary, 
Huntington, W. Va. 


Section on Surgery—Dr. Joseph S. Stewart, Chairman, Miami, 
Fla.; Dr. David Henry Poer, Vice-Chairman, Atlanta, Ga.; 
Dr. James M. Mason, III, Secretary, Birmingham, A 


Section on Orthopedic and Traumatic Surgery—Dr. William M. 
Roberts, Chairman, Gastonia, N. C.; Dr. C. E. Irwin, Vice- 
Chairman, Warm Springs, Ga.; Dr. Rufus H. Alldredge, Sec- 
retary, New Orleans, La. 


Section on Gynecology—Dr. Charles J. Collins, Chairman, Or- 
lando, Fla.; Dr. Walter L. Thomas, Vice-Chairman, Durham, 
N. C.; Dr. Curtis J. Lund, Secretary, New Orleans, La. 


Section on Obstetrics—Dr. Woodard D. Beacham, Chairman, New 
Orleans, La.; Dr. Williamson Z. Bradford, Vice-Chairman, 
Charlotte, N. C.; Dr. Hugh G. Hamilton, Secretary, Kansas 
City, Mo. 


Section on Urology—Dr. James L. Estes, Chairman, Tampa, Fila.; 
Dr. M. K. Bailey, Vice-Chairman, Atlanta, Ga.; Dr. Robert 
F. Sharp, Secretary, New Orleans, La. 


Section on Proctology—Dr. Hoyt R. Allen, Chairman, Little Rock, 
Ark.; Dr. Ronald F. Elkins, Vice-Chairman, Springfield, Mo.; 
Dr. Rufus C. Alley, Secretary, Lexington, Ky. 


Section on Ophthalmology and ag re Murdock 
Equen, Chairman, Atlanta, Ga.; Alston Callahan, Chair- 
man-Elect, Birmingham, Ala.; Bag ‘Sonne H. Palmer, Vice- | 
Chairman, Miami, Fla.; Dr. Edley H. Jones, Secretary, Vicks- 
burg, Miss. 


Section on Anesthesiology—Dr. Robert A. Miller, Chairman, San 
Antonio, Tex.; Dr. Ralph S. Sappenfield, Vice-Chairman, Miami, 
Fla.; Dr. David A. Davis, Secretary, New Orleans, La. 


Section on Medical Education and Hospital Training—Dr. Vernon 
W. Lippard, Chairman, New Orleans, La.; Dr. Joseph E. Mar- 
kee, Vice-Chairman, Durham, N. C.; Dr. Trawick H. Stubbs, 
Secretary, Columbia, Mo. 


Section on Public Health—Dr. George A. Dame, Chairman, Fer- 
nandina, Fla.; Dr. Thomas F. Sellers, Vice-Chairman, Atlanta, 
Ga.; Dr. Waldo L. Treuting, Secretary, New Orleans, La 


Women Physicians of Southern Medical Association—Dr. Helen 
Gladys Kain, Chairman, Washington, D. C.; Dr. Hilla Sheriff, 
Vice-Chairman, Columbia, S. C. 


American College of Chest Physicians, Southern Chapter (meet- 
ing conjointly with Southern Medical Association)—Dr. Dean 
B. Cole, President, Richmond, Va.; Dr. David H. Waterman, 
First Vice-President, Knoxville, Tenn.; Dr. M. Jay Flipse, 
Second Vice-President and Chairman of Program Committee, 
Miami, Fla.; and Dr. Hollis E. Johnson, Secretary-Treasurer, 
Nashville, Tenn. 


Woman’s Auxiliary to Southern Medical Association—Mrs. Joseph 
W. Kelso, President, Oklahoma City, Okla.; Mrs. R. C. 
Haynes, President-Elect, Marshall, Mo.; Mrs. R. F. Stover, 
First Vice-President, Miami, Fla.; Mrs. U. G. McClure, Sec- 
ond Vice-President, Charleston, W. Va.; Mrs. David F. Adcock, 
Recording Secretary, Columbia, S. C.; Mrs. Neil W. Wood- 
ward, Corresponding Secretary, Oklahoma City, Okla.; Mrs. 
Stanley A. Hill, Treasurer, Corinth, Miss.; Mrs. Olin S. Cofer, 


Parliamentarian, Atlanta, Ga.; Mrs. L. S. "Thompson, Historian, 
Dallas, Tex. 
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Southern Medical News 


UROLOGICAL POST GRADUATE SEMINAR 


The American Urological Association through its Southeastern 
Section announces a Urological Post Graduate Seminar to be held 
in New Orleans, Louisiana, April 18-21, under the auspices of 
the Division of Graduate Medicine, Tulane University School of 
Medicine. Operative Urological Clinics will be at the various 
hospitals for those who wish to stay over Friday, April 22. 
Courses, limited to 150 registrants, will cost $50.00 except for 
urologic residents. Address inquiries and applications to Dr. Wm. 
W. Frye, Dean, Graduate School of Medicine, Tulane University 
School of Medicine, New Orleans, Louisiana. 





INTERNATIONAL CONGRESS ON RHEUMATIC DISEASES 


International Congress on Rheumatic Diseases will be held in 
New York City, Waldorf Astoria Hotel, May 30-June 3. Papers 
will be presented in the forenoons and clinics held in the afternoons 
at New York hospitals. More than 150 physicians from foreign 
countries are expected. The official languages of the Congress will 
be English, French, and Spanish, but instantaneous translations 
of the scientific papers given will be made by means of the 
International Business Machine wireless system. The meeting is 
open, and the registration fee is $10.00. 





AMERICAN BOARD OF OPHTHALMOLOGY 


Candidates for the certificate of the American Board of Ophthal- 
mology are accepted for examination on the evidence of a Written 
Qualifying Test. These Tests are held annually in various parts 
of the United States. Applications are now being accepted for 
the 1950 Written Test and will be considered in order of receipt 
until the quota is filled. Address: American Board of Ophthal- 
mology, Cape Cottage, Maine. Practical examinations for accept- 
able candidates, 1949: San Francisco, California, March 21-24; 
New York City, June 11-15; St. Louis, Missouri, October 15-19; 
and Boston, Massachusetts, in December. 





THE AMERICAN COLLEGE OF ALLERGISTS 


The American College of Allergists will hold its nexc annual 
meeting at the Palmer House, Chicago, Illinois, from 2:00 p.m. 
Thursday, April 14, to 5:30 p.m. Sunday, April 17. Members 
and non-members are urged to attend and are required to register 
and receive a badge (no charge for registration). Each is requested 
to make his own hotel reservation direct to Reservation Manager, 
Palmer House, Chicago 90, Illinois, giving arrival and departure 
time, and the type and rate of room desired; and indicating that 
reservation is for attendance at American College of Allergists 
meeting. 





INTERNATIONAL AND FOURTH AMERICAN CONGRESS 
ON OBSTETRICS AND GYNECOLOGY 


International and Fourth American Congress on Obstetrics and 
Gynecology will be held in New York City, Hotel Statler, May 
14-19. All inquiries should be addressed to the Chairman, Dr. 
Fred L. Adair, 24 West Ohio Street, Chicago 10, Illinois. 


ALABAMA 


A million-dollar Public Health Center was dedicated and 
opened in Birmingham on January 27, the first to be built in 
the United States with federal aid. It houses offices of the 
Jefferson County Board of Health, Alabama State Laboratories 
and the Birmingham City Health Department. The principal 
dedicatory address was made by Dr. Leonard A. Scheele, Surgeon 
General of the Public Health Service, Federal Security Agency. 

Dr. Cabot Lull, Birmingham, has been elected President of the 
Board of Directors, Jefferson Tuberculosis Sanatorium, Birming- 
ham; and Dr. George A. Denison, Birmingham, named as a 
board member. 

Dr. Arthur J. Viehman, formerly of Lexington, Kentucky, 
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became Medical Director, Jefferson Tuberculosis Sanatorium, 
Birmingham, effective March 1. 

Dr. Dyer Carlisle, Jr., Birmingham, and Miss Fleda Frances 
Baines, Gordo, were married recently. 

Dr. Charles Harrison Wiygul and Miss Frances Allen Varner, 
both of Fairfield, were married recently. 

Dr. H. Earle Conwell and Mrs. Mary Lou Hill, both of 
Birmingham, were married recently. 


DEATHS 


Dr. Terrell Bridges, Montevallo, aged 61, died recently of 
coronary thrombosis. 

Dr. Walter Clinton Jones, Florence, aged 74, died recently of 
heart block. 

Dr. C. M. Murphy, Aliceville, aged 75, died January 27 


ARKANSAS 


Conway County Medical Society has elected Dr. H. E. Mobley, 
President; Pr. J. ©. Porter, Vice-President; and Dr. C. E. 
Etheridge, Secretary-Treasurer. 

Sebastian County Medical Society has elected Dr. J. K. Thomp- 
son, President; Dr. A. S. Koenig, Vice-President; and Dr. J. B 
Stewart, Secretary. 

Ouachita County Medical Society has elected Dr. John P. 
McAlister, Camden, President; Dr. Henry Hearnsberger, Stephens, 
Vice-President; and Dr. R. B. Robins, Camden, Secretary. 

Dr. C. Lewis Hyatt, Monticello, has been doing special work 
in electrocardiography at Tulane University School of Medicine, 
New Orleans. Tawi iona. 

Dr. A. J. Brizzolara, who has been doing special work in New 
Orleans, Louisiana, is associated with Dr. Paul L. Mahoney, 
Little Rock, in the practice of otolaryngology and peronal end- 
oscopy. 

Dr. V. O. Lesh, Fayetteville, has been elected Vice-President, 
Frisco System Medical Association. 


DEATHS 


Dr. William R. Orr, Helena, aged 62, died recently of injuries 
received in the explosion of a river cruiser. 


MEDICAL NEWS continued on page 66 
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WANTED—Assistant Physician, County Tuberculosis Sanatorium 
in New England. Training in tuberculosis desirable but not 
essential. Annual salary $3,060, plus maintenance for self and 
wife, if married. Grade A American Medical School graduate. 
Send snapshot and full particulars of qualifications. Write SCW, 
c/o SMJ. 





MEMORIAL CANCER CENTER offers two-year residencies in 
anesthesiology to graduates from approved Medical Schools who 
have had at least one year of approved internship. One-year 
Fellowships in Anesthesiology available to physicians who have 
completed at least one year of training in anesthesiology. For 
further information write to Dr. Olga Schweizer, Memorial Hos- 
pital, 444 East 68th Street, New York 21, New York. 





OFFICE BUILDING, residence, and practice available in town 
on Dixie Highway, central Kentucky for young doctor equipped 
as general practitioner. Located in prosperous rural community, 
tobacco and cash crop section. No doctor at present. Former 
practice of recently deceased physician. Income range $15,000 
to $30,000 per year. Write TMS, c/o SMJ. 





WANTED—Graduates Class A medical school, member good 
standing medical association, for mental hospital. Age limit 60. 
Experience in psychiatry desirable but not essential. Nice resi- 
dences. Two colleges in immediate vicinity. Submit full informa- 
tion, three references and recent small photograph in first letter. 
Address P. O. Box 325, Milledgeville, Georgia. 





FOR SALE in Florida City of 25,000 population, modern office 
equipment connected with a $25,000 practice. Retiring May 1, 
1949. Contact RSR, c/o SMJ. 
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Case History of an overweight streetcar-operator... 





‘Dexedrine’ Sulfate— because it curbed appetite and 





lowered food intake—enabled even this extremely 
obese patient to lose weight easily and safely without 
the use (and risk) of such potentially dangerous drugs 


as thyroid. 


Patient before treatment (age 53; height 5’ 10%") 
weighed 352 pounds... was suffering from hyperten- 
sion, nervousness and dyspnea ... lived in fear of caus- 
ing an accident while on duty. Overeating was the 


only demonstrable cause of his obesity. 


Therapy: ‘Dexedrine’ (1s me. A.C.t.i.d.) Results: Weight B.P. Pulse 





March, 1946..... ‘Dexedrine’ therapy begun....... 352 280/152 86 
November, 1946 . . 8th month of ‘Dexedrine’ therapy . 269 160/84 86 


January, 1948 .... 22nd month of ‘Dexedrine’ therapy . 234 158/84 86 


In addition to the weight reduction of 118 pounds 
and the concurrent lowering of blood pressure, a remark- 
able improvement is reported in the patient’s mood and 


outlook. Earlier nervousness and fears have vanished. 


Dexedrine* Sulfate tablets and elixir. ... the most eftec- 





tive drug for control of appetite in weight reduction. 





Smith, Kline & French Laboratories Philadelphia 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Continued from page 262 


Dr. C. J. Martin, Hindsville, aged 68, died recently of a 
heart attack. 





DISTRICT OF COLUMBIA 


Dr. Helen Gladys Kain, Washington, has been appointed a 
member of the Council of the Southern Medical Association from 
the District of Columbia for a regular Council term of five years 
beginning at the close of the annual meeting in Cincinnati in 
November, the appointment having been announced recently by 
the President-Elect, Dr. Hamilton W. McKay, Charlotte, North 
Carolina. Dr. Kain succeeds Dr. Arnold McNitt, Washington, 
whose term will expire with the close of the Cincinnati meeting 
in November, and who, having served the constitutional limit, is 
rot eligible for reappointment. 

Dr. Arthur C. Christie, Washington, was recently presented 
a certificate for meritorious service by the Medical Society of 
the District of Columbia, being cited as a “public spirited citizen 
who has by his unflagging interest and whole-hearted endeavor 
greatly advanced the cause of better medical care.’ 

Dr. Joseph S. Wall, Washington, was recently presented a cer- 
tificate for meritorious service by the Medical Society of the 
District of Columbia, being cited for his outstanding contribu- 
tion as a citizen and credited with having done more than 
anyone else for passage of the present Healing Arts Practice Act 
in the District of Columbia. 

George Washington University has received from the District 
and American Cancer Societies checks for two grants for cancer 
research which will be used for projects carried on at the War- 
wick Memorial Clinic. 

DEATHS 


Dr. Henry Knox Craig, Washington, aged 76, died recently. 





FLORIDA 


Nassau County Medical Society has elected Dr. David G. 
Humphreys, President; and Dr. John W. McClaine, Secretary- 
Treasurer, reelected. 

St. Lucie-Okeechobee-Martin County Medical Society has elected 
Dr. Adrian M. Sample, President; Dr. Steve R. Johnston, Vice- 
President; and Dr. Jerome A. Megna, retary-Treasurer. 





LaMOTTE 
BLOOD CHEMISTRY 
OUTFITS 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate results 
with minimum time and operation. 


Units available for 


Albumin and Sugar in pH of Urine 
Urine Phenolsulfonphthalein 
Alcohol in Blood and (Block-Type) 
Urine Phenolsulfonphthalein 


Alveolar Air COz Tension (Roulette Type) 
Bilirubin in Blood Specific Gravity (Blood and 
Blood Loss in Body Fluids Body Fluids) 
Bromides in Blood Sugar in Blood 
a ~~ fala in Sugar in Urine 

Blood Sulfonamides (Blood and 
Chlorides in Blood Urine) 
Cholesterol in Blood Thiocyanate 
Creatinine in Blood Thymol Turbidity Test 
Gastric Acidity Urea in Blood 
Hemoglobinometer Urea in Urine 
Icterus Index (Pigford) Uric Acid in Blood 
Icterus Index (Micro) Urinalysis 
Kline Test for Syphilis Vitamin C in Blood and 
pH of Blood Urine 


Information on above cheerfully furnished. 


If you do not have The LaMotte Blood aeey 
Handbook, a complimentary copy will 
be sent upon request. 


LaMotte Chemical Products Co. 


Dept. S Towson, Baltimore 4, Md. 
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Dr. Rufus Thames, Milton, was the choice of the Florida 
Medical Association to 1epresent the state in the recent national 
“General Practitioner of the Year” contest, sponsored by the 

Association. 


American " 

Miami Obstetrical and Gynecological Society has elected for 
the 1948-49 term Dr. Homer L. Pearson, President; Dr. Ralph 
W. Jack, Vice-President; Dr. John D. Milton, Secretary; and 
Dr. Edward F. Fox, Treasurer. 

Dr. Leland F. Carlton, Tampa, was elected President, Asso- 
ciation of Seaboard Air Line Railway Surgeons, at the recent 
annual convention held in St. Petersburg. 

Dr. V. Marklin Johnson, West Palm Beach, has been elected 
to serve a three-year term on the Board of Censors of the 
American Society of Clinical Pathologists. 

Dr. Charles H. Blandford, formerly Director, Hardin County 
Health Department of Elizabethtown, Kentucky, has been ap- 
pointed Director, Marion County Health Department with head- 
quarters at Ocala. 

Dr. Abraham J. Gorday, St. Petersburg, and Miss Carmel 
Dunford were married recently. 


DEATHS 


Dr. Leonard A. Baker, Miami, aged 66, died recently. 

Dr. Bruce F. Butler, Hollywood, aged 61, died recently. 

Dr. James C. Spell, Titusville, aged 73, died recently of heart 
disease. 

Dr. Edward Meadow, Miami, aged 39, died recently following 
heart at! 





GEORGIA 
Baldwin saggy 2 Medical Society has elected Dr. Sam Anderson, 
President; Robert Crichton, Vice-President; and Dr. M. E. 


Smith, RB Bing all of Milledgeville. 

Fulton County Medical Society has installed Dr. Stephen T. 
Brown, President; Dr. F. Kells. Boland, Jr., Vice-President; and 
Dr. A. Worth Hobby, Secretary-Treasurer. 

Dr. George H. Collins, a native of Kansas City, Missouri, has 
opened an office in Lumber City for the practice of medicine. 

Dr. Sam Anderson, Milledgeville, has been named Superin- 
tendent, State Hospital, Milledgeville, succeeding Dr. Y. H. Yar- 
brough, who requested that he be relieved of his duties. 

Dr. John M. Anderson, a native of Georgia, has been named 
Clinical Director, The Menninger Clinic, Topeka, Kansas. 

Dr. W. D. Jennings, Augusta, was recently elected Mayor of 
Augusta. 

Dr. Edgar C. Holmes has opened an office at Moultrie for 
the practice of medicine and surgery. 

Dr. John Couper Howard, Savannah, has opened an office in 
Savannah for the practice of internal medicine. 

Dr. R. V. Martin, Savannah, has been appointed to direct the 
industrial program of the Chatham-Savannah Tuberculosis and 
Health Association, Savannah. 

Dr. John M. McGehee, Cedartown, has been elected President 
of the Kiwanis Club of Cedartown. 

Dr. W. G. Simpson, formerly of St. Petersburg, Florida, has 
opened the Community Medical Center, Tate. 

Dr. James Dorman Turner, Nashville, after a refresher course 
in children’s diseases and internal medicine at the New York 
Polyclinic Medical School and Hospital, New York City, has 
resumed his practice of medicine in Nashville. 

Dr. R. Hugh Wood, Atlanta, Dean, Emory University School 
of Medicine, has been appointed Chairman, Medical Advisory 
Committee of the Atlanta Regional Red Cross Center; and Dr. 
Darrell Ayer, Atlanta, Co-chairman. Dr. Perrin Nicholson, Dr. 
Lamont Henry and Dr. Carter Smith, all of Atlanta, are other 
members of the committee to give technical supervision and 
guidance to the Red Cross Blood Program. 

Dr. W. Steve Worthy, Carrollton, after a year’s study m 
surgery at Boston General Hospital, Boston, Massachusetts, has 
resumed his practice at Carrollton. 

Dr. J. Elliott Scarborough, Jr., Atlanta, has been appointed 
to the National Advisory Cancer Council to serve three years. 
As a member he will help formulate plans and policies of the 
National Cancer Institute, one of the National Institutes of 
Health at Bethesda, Maryland, and review applications from 
non-federal institutions for aid in cancer control and 

Dr. James H. Steele, Chief, Veterinary Public Health Division, 
U. S. Public Health Service, "Atlanta, was Chairman of the dele- 
gation to the Second Inter-American Congress on Brucellosis, 
held under the auspices of the Pan-American Sanitary Bureau 
at Mendoza and Buenos Aires, Argentina, in November, 1948. 

Dr. Earle Sinclair McKey, Jr., Valdosta, and Miss Martha 
Augusta Wiseman, Adel, were married recently. 

Dr. Jack Hanson Powell, Jr., and Miss Margaret Valentine 
Peniston, both of Newnan, were married recently. 


Continued on page 68 
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CASE: 16* 
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54-year-old man suffers severe parkinsonism 


of seven years’ duration. Symptoms unrelieved by 
scopolamine hydrobromide, but treatment with RaBeELLON Compound 
of Belladonna Alkaloids provides marked benefit. 


G. T., a 54-year-old man, had been suffering 
from severe parkinsonism for seven years. For 
the last five years he had been taking 5.0 mg. 
of scopolamine hydrobromide daily. 

Despite this therapy, severe symptoms of 
parkinsonism persisted. These included sialor- 
rhea, hyperhidrosis, restlessness, depression, 
marked tremor and rigidity of the extremities, 
loss of associated movements, masked facies, 
slow gait and retropulsion. 

Moreover, the patient was unable to write, 
button his clothing or wind his watch, and was 
frequently unable to eat without assistance. He 
had not worked for the last three years. 

After examination by his present physician, 
it was decided to change treatment. For the 
next 20 days scopolamine hydrobromide was 
gradually withdrawn and replaced by smaller 
doses of RaBELLON Tablets Compound of Bella- 
donna Alkaloids, 4.0 mg. daily. 

On this new therapy the patient’s improve- 





RABELLON® Tablets Compound of 
Belladonna Alkaloids afford prompt and 
marked symptomatic relief in most cases 
of parkinsonism and paralysis agitans. 
RABELLON Tablets contain definite, 
specific amounts of three purified bella- 
donna alkaloids that have demonstrated 
their efficacy in fixed ratio. Supplied in 
bottles of 100 and 1,000 quarter-sected 
tablets. A generous sample for your clin- 
ical use will be sent on request from: 
Professional Service Department, Sharp 
& Dohme, Box 7259, Philadelphia 1, Pa. 











*Actual case record 





Note characteristic posture of hands and fingers, the 
“pill rolling”’ movement. Slightly flexed head and 
masklike features are characteristic of parkinsonism. 


ment was marked and rapid. He was soon able 
to eat without assistance, write, button his 
clothing, and wind his watch. Rigidity, muscle 
pain, hyperhidrosis, salivation and restlessness 
were greatly diminished. Gait, tremor and gen- 
eral spirits were much improved. 

No toxic effects from RABELLON Tablets were 
experienced except for occasional slight dry- 
ness of mouth. The patient reported he felt 
“90 to 75 per cent better,” and spoke of re- 
turning to his old job. 
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Gelatine’s effective 
hematopoietic action 
NUTRITIONAL 
ANEMIA 


Hemoglobin is a conjugated pro- 
tein and depends upon a liberal 
dietary source of protein for its 
production in the treatment of 
anemia. 

Knox Gelatine U.S.P., which is 
made exclusively of selected bone 
stock, has a good proportion of the 
amino acids found to be of hema- 
topoietic value. One ounce of Knox 
unflavored gelatine daily in divid- 
ed doses with meals, taken in 
water, fruit juice or milk and in 
conjunction with suitable iron 
medication, has been found of 
value in nutritional anemia. 


Knox unflavored Gelatine U.S.P., unlike the 
reacy-flavored gelatine powders, is all protein, 
no sugar. So it is well to specify Knox by name. 
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Dr. Kathleen Byers and Mr. William John Lindsey, both of 
Atlanta, were married recently. 


DEATHS 


Dr. Ortho O. Watson, Macon, aged 47, died recently. 

Dr. James Elzie Harden, Whigham, aged 66, died recently. 

Dr. John Henry Hennies, Brunswick, aged 68, died recently 

Dr. John Oliver McCrary, Royston, aged 76, died recently. 

Dr. Stephen Theo Ross, Winder, aged 81, died recently. 

Dr. William Darracott Travis, Covington, aged 78, was killed 
recently in an automobile collision. 


KENTUCKY 

Scott County Medical Society has elected Dr. A. F. Smith, 
President; Dr. D. E. Clark, Vice-President; and Dr. H. V. 
Johnson, Secretary-Treasurer. 

Whitley County Medical Society has elected Dr. B. J. Ed- 
wards, Corbin, President; Dr. R. D. Sanders, Williamsburg, Vice- 
President; and Dr. I. O. Wilson, Corbin, Secretary. 

The officers of the Taylor County Medical Society were named 
to head the Rosary Hospital Staff at an organization meeting 
held recently. They are: Dr. Roy Wilson, Chief of Staff; Dr. 
C. V. Hiestand, Assistant Chief; and Dr. L. S. Hall, Secretary. 

Dr. S. G. Dyer, Eddyville, has opened an office at the Old 
Glenn Homestead, Kuttawa. 

Dr. Alexander P. Duff is connected with Buckhorn Hospital, 
Buckhorn, where plans are being made to enlarge the hospital! 
and extend the health service rendered by the famous Buckhorn 
School. Buckhorn has not had a resident physician since World 
War II. 

Dr. W. P. Hughes, Shelbyville, has retired and his office has 
been taken over by Dr. Samuel H. Adams, Pleasureville. 

Dr. Clive A. Moss, Williamsburg, is serving as an officer of 
Rotary International for the fiscal year 1948-49. 

Dr. F. K. Folev, former Superintendent, Eastern State Hos- 
pital, is head of Western State Hospital, Hopkinsville. The hos- 
pital is now a place to cure and rehabilitate patients instead 
of a life-time prison for those afflicted. 

Dr. Loman Trover, Earlington, is now Vice-President, Hopkins 
County Tuberculosis Association. 

Dr. Erwin Asriel, formerly in charge of Maple Hill Hospital 
at Albany for six years, has opened offices in Paris for the 
practice of medicine and surgery. 

Dr. E. Cole, after several years’ absence, has returned t 
Madisonville to practice. 

Rosary Hospitat, Campbellsville, has been donated a new 
emergency room complete with modern equipment, by physicians 
and friends. 

Dr. Charles E. Brenn, Newport, New Jersey, has been made 
Director, Owensboro-Daviess County Health Department, suc- 
ceeding Dr. A. B. Colley, who has resigned to enter private 
practice in Calhoun. 

Dr. Arthur J. Viehman, Lexington, became Medical Director 
Jefferson Tuberculosis Sanatorium, Birmingham, Alabama, effec- 
tive March 1. 

Dr. G. M. Wells, former Health Officer at Bowling Green, is 
Medical Director, Western State College. 

Licking Valley Medical Association has elected Dr. William 
H. Cartmell, Maysville, President; and Dr. W. M. Savage, 
Secretary-Treasurer. 

Dr. J. D. Farris, formerly University Physician and Director 
of Student Health, Emory University (Georgia), is the ‘newly 
appointed University of Kentucky Health Service physician. 

Dr. Thomas J. Crume has opened offices at Owensboro for the 
practice of internal medicine. 

DEATHS 


Dr. James Wormley Griffin, Lewisport, aged 80, died recently 
Dr. John M. Acton, Danville, aged 82, died recently. 

Dr. Oscar D. Brock, London, aged 65, died recently. 

Dr. Robert H. Crowley, Berea, aged 77, died recently. 

Dr. H. F. Clay, Niagara, aged 76, died recently. 


LOUISIANA 


Allen Parish Medical Society has elected Dr. W. R. Hargrove, 
Oakdale, President; Dr. Gurdon Buck, Kinder, Vice-President 
and Dr. R. E. Pace, Elizabeth, Secretary-Treasurer. 

Ascension Parish Medical Society has elected Dr. Gerald Gaudin, 
Gonzales, President; Dr. Earl Schexnayder, Donaldsonville, Vice- 
President; and Dr. Dawson T. Martin, Donaldsonville, Secretary- 
Treasurer. 


Continued on page 70 

















Vol. 42 No. 3 SOUTHERN MEDICAL JOURNAL 69 


Picture the 
patient's 
progress 


... with photograph 
...after photograph 








To obtain before-and-after photographs such as 
these... to carry out dozens of other daily assign- 
ments ...many clinics and hospitals are using the 
Kodak View Camera 2D, 5x7. With its multiple ad- 
justments .. . its swings . . . its rising and falling front 

. . its interchangeable Lantern Slide Back, this handy 
unit serves many purposes well. For further informa- 








tion about Kodak View Camera 2D, see your nearest Kodak Vari-Beam Standlights at 
photographic dealer...or write to Eastman Kodak ze has a ~: 6 
° ° ee mination. L of su 
Company, Medical Division, Rochester 4, N. Y. ject, strong modeling as ligh 
° ‘ . - ing is not necessary. 
Major Kodak products for the medical profession . . 


X-ray films; x-ray intensifying screens; x-ray processing chemi- 
cals; electrocardiographic papers and film; cameras—still- and 
motion-picture; projectors—still- and motion-picture; enlargers 
and printers; photographic films—color and black-and-white 
(including infrared); photographic papers; photographic proc- 
essing chemicals; synthetic organic chemicals ; Recordak products. 






“KODAK" IS A TRADE-MARK 


Serving medical progress through Photography and Radiography 
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BURDICK ZOALITE 
INFRA-RED LAMPS 


A Burdick Zoalite, by increasing the local 
circulation and relaxing spasm, can accom- 
plish considerable in relieving the distress of 
many local inflammatory conditions. 


The Zoalite method of applying radiant heat 
is clean, convenient and highly efficient. Use 
the powerful Z-12 Zoalite in office and hos- 
pital, and prescribe the Z-70 Zoalite for use 
in the home, at low cost to the patient. 










The Z-70 Zoalite 
— prescription 
model for use in 
the home over 
short or long 
periods. 


The Z-12 Zoalite 
— 600 watts —a 
professional _in- 
fra-red unit. 





THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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Avoyelles Parish Medical Society has elected Dr. Filmore P, 
Bordelon, Marksville, President; Dr. H. G. Temple, Bunkie, 
Vice-President; and Dr. S. R. Abramson, Marksville, Secretary- 
Treasurer. 

Beauregard Parish Medical Society has elected Dr. Luke M. 
Marcello, President; Dr. Sam T. Roberts, Sr., Vice-President; 
and Dr. Thomas R. Sartor, Secretary, all of DeRidder. 

Caddo Parish Medical Society has elected Dr. J. P. Sanders, 
President; Dr. Keith Mason, First Vice-President; Dr. Charles 
L. Black, Second Vice-President; Dr. H. M. Yearwood, Secretary; 
and Dr. L. L. Davidge, Treasurer, all of Shreveport. 

Claiborne Parish Medical Society has elected Dr. J. E. 
Batchelor, Haynesville, President; Dr. W. P. Gladney, Homer, 
Vice-President; and Dr. M. L. Forcht, Jr., Haynesville, Secretary- 
Treasurer. 

DeSoto Parish Medical Society has elected Dr. G. Cooper, 
President; Dr. P. Curtis, Vice-President; and Dr. R. A. 
Tharp, Secretary-Treasurer, all of Mansfield. 

Jefferson Davis Parish Medical Society has elected Dr. G. 
McClure Welsh, President; Dr. G. G. Richard, Lake Arthur, 
Vice-President; and Dr. L. E. Shirley, Jennings, Secretary- 
Treasurer. 

Rapides Parish Medical Society has elected Dr. Richard E. C. 
Miller, Alexandria, President; Dr. Edward Claude Uhrich, Alex- 
andria, First Vice-President; Dr. Morris J. Hair, Lecompte, 
Second Vice-President; and Dr. Harry Gahagan, Alexandria, 
Secretary-Treasurer. 

Sabine Parish Medical Society has elected Dr. L. H. Murdock, 
Zwolle, President; Dr. G. F. Weber, Many, Vice-President: and 
Dr. A. A. Flores, Pleasant Hill, Secretary-Treasurer. 

St. Tammany Parish Medical Society has elected Dr. Foote R. 
Singleton, President; Dr. Jos. F. Falk, Vice-President: and Dr. 
Durwood J. Thobodaux. Secretary- -Treasurer, all of Slidell. 

Webster Parish Medical Society has elected Dr. Joseph M. 
Garrett, Cotton Valley, President; Dr. C. S. Sentell, Minden, 
Vice-President: and Dr. C. M. Baker, Minden, Secretary-Treasurer. 

East and West Feliciana Bi-Parish Medical Society has elected 
Dr. L. S. Nolan, Jackson, President; Dr. Pau! Jackson, Clinton, 
Vice-President: Dr. E. M. oe Clinton, Secretary-Treasurer. 

Fifth District Medical Society has elected Dr. Carl L. Lang- 
ford, Ruston, President; and Dr. F. E. McCarty, Monroe, 
Secretary-Treasurer. 

Dr. William W. Frye, Assistant Director, Division of Graduate 
Medicine, Tulane University School of Medicine, New Orleans, 
has been appointed Director of the Division and Assistant Dean 
of the School, effective June 30, presently serving as Acting 
Director. He succeeds Dr. Hiram W. Kostmayer, now on leave 
of absence from the University, who will retire at the end 
of the current school vear. 

Dr. Neal Owens, Professor of Clinical Medicine, Tulane Uni- 
versity School of Medicine, New Orleans, has been reelected Presi- 
dent, American Societv of Plastic and Reconstructive Surgery. 

Dr. Urban Maes, New Orleans, was recently honored on his 
seventieth birthday with a testimonial dinner given by his pa- 
tients and friends in New Orleans. He recently completed fifty 
years of practice at the Touro Infirmary and retired as Professor 
and Head of the Department of Surgery, Louisiana State Univer- 
sity School of Medicine and was appointed Professor Emeritus 
in 1947, 


DEATHS 


Dr. William Collins Correll, Shreveport, aged 39, died re- 
cently. 

Dr. Edmond G. Klambe, Alexandria, »aged 73, was killed 
recently in an automobile accident. 


MARYLAND 


The new Johns Hopkins University Department of Biophysics, 
now called the Jenkins Department of the University in honor 
of the late Thomas C. Jenkins, Baltimore, has the following 
five scientists who were recently named to faculty posts: Dr. 
Haldan K. Hartline on the faculty of the University of Penn- 
sylvania; Dr. John P. Hervey, M.S., Dr. Martin G. Larrabee, 
Ph.D., Dr. Frank Brink, Jr., Ph.D., and Philip W. Davies. Dr. 
Larrabee and Mr. Davies are Associate Professors, and Dr. Brink 
and Mr. Hervey are Assistant Professors at the University of 
Pennsylvania, where all have been working with President of 
Johns Hopkins Universitv. 

Seventeen of the National Institutes of Health Study Sections 
have new scientist members, the thirty-two appointees taking 
the places of those whose terms expired at the end of 1945. 
The Institutes meet periodically to evaluate and screen applica- 
tions for Federal Funds to support medical research. Most of 


Continued on page 72 
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FOR HOUSEHOLD CLEANSING 


TERJOLATE will be preferred because it removes soil and cuts grease 
rapidly and with little effort, in addition to being non-irritating, 





hypoallergenic and completely soapless. This new cleanser may be 
used on greasy pots and pans, glassware, floors, woodwork, painted 


walls and windows. Safe for use on all washable materials. 


FOR SKIN CLEANSING 


And when you desire a lathering cake detergent for routine use, prescribe 
DERMOLATE, the new non-irritating, hypoallergenic cleanser. May 

be used on all skins... . even on infants . . . for DERMOLATE is 

milder than the mildest castile. When a non-lathering liquid 








detergent is preferred, such as for oily skin and scalp, and 
for removing residual ointment, ACIDOLATE, the companion 
product, will be a detergent of choice. 


TERJO ATE DERMOLATE Wal Sol @ Ga: 


H et D 





RARE CHEMICALS, INC. 
HARRISON . NEW JERSEY 
West Coast Distributors: GALEN CO., Richmond, Calif, 


"erjolote” 7 J k “Acidolate” and “Dermolate” Reg. U.S. Pat. Off. 















APER_BASH 


TAB LETS THE ANTI-AMMONIACAL 
RINSE FOR NIGHT DIAPERS 

On ah taal THE WATER-MISCIBLE ANTI 
BACTERIAL FOR DAY CARE 


ELLMINATE CAUSE OF DIAPER RASH! 





Pharmaceutical Division 
HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenue, New York 10, N. Y. 

36-48 Caledonia Road, Toronto 10, Canada 

Please send me, without cost, litercture and samples of DIAPARENE Tablets 
and Ointment to eliminate couse of diaper rash (ammonia dermatitis) and as 
on adjunct treatment and deodorant for the side effects of incontinence. 








MAIL THIS COUPON TODAY 
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the sections held meetings in January, the majority of them at 
Bethesda. 


DEATHS 
Dr. J. Sterling Geatty, New Windsor, aged 67, died recently. 


MISSISSIPPI 


Dr. Felix J. Underwood, Jackson, State Health Officer. was 
recently presented a plaque as an “award for meritorious service 
as campaigning chairman for the state division of the American 
Cancer Society in its 1948 campaign.” 

Dr. Frank G. Goodwin, who has practiced in the Raymond 
community for forty years, being a Hinds County physician for 
fifty-nine years, was recently presented a certificate by the Missis- 
sippi State Medical Association and other tokens of appreciation 
from the Baptist Church in Raymond. 

Sixteen young men have been conditionally approved for medi- 
cal education loans by the State Medical Education Board at 
Jackson. One will attend Emory University School of Medicine, 
Atlanta, and the others the University of Mississippi School of 
Medicine, University. Recipients of such loans agree to become 
family doctors in approved rural sections for two to five years, 
all students being obligated’ for the minimum period of two 
years regardless of the amount borrowed. 

Dr. William C. Quinn has opened offices in Jackson for the 
practice of general surgery. 

Dr. John R. Markette and Miss Dollie Mae Swalm, both of 
Brookhaven, were married recently. 


DEATHS 
Dr. James Thomas Doster, Columbus, aged 46, died recently. 
MISSOURI 


St. Louis County Medical Association has installed Dr. Paul 
R. Whitener, Overland, President; and elected Dr. Wallis Smith, 
President-Elect; Dr. James R. Meador, Clayton, Vice-President; 
Dr. Robert C. Kingsland, Clayton, Secretary; and Dr. John 
O’Connell, Overland, Treasurer. 

Dr. Clyde W. Geiter, Kansas City, was recently appointed 
Vice-President of George A. Breon & Company, Kansas City, 
and earlier in the vear was appointed Medical Director. 

Dr. Paul F. Cole, Springfield, founder of the Green County 
Medical Society’s Bulle.in. rast President and for twenty-seven 
years an active member of the Society, was recently honored by 
elevation to honor membership. He relinquished the editorship 
in 1947 but served in an advisory capacity until his retirement 
last June. 

Dr. Robert H. K. Foster, formerly chief pharmacologist with 
Hoffmann-LaRoche, Incorporated, Nutley, New Jersey, has been 
appointed Professor and Director, Department of Pharmacology, 
St. Louis University School of Medicine, St. Louis, replacing the 
late Dr. John Auer. 


DEATHS 


Dr. Romus Arnold, Carthage, aged 83, died recently of arterio- 
sclerosis. 

Dr. Eli Hamlin Dunn; Kansas City, aged 90, died recently of 
senility. 

Dr. George H. Eversole, Caledonia, aged 85, died recently. 

Dr. Frank B. Farrington, Kirksville, aged 74, died recently. 

Dr. John William Ottoway Henley, Kansas City, aged 52, died 
recently of cerebral thrombosis. 





NORTH CAROLINA 


Dr. Hamilton W. McKay, President-Elect of the Southern 
Medical Association, Charlotte, is representative of Central Com- 
mittee of Post Graduate Study of the American Urological Associa- 
tion and is Chairman of the Seminar Committee in the South- 
eastern Section. The Urological Post Graduate Seminar will be 
held in New Orleans, Louisiana, April 18-21. 

Dr. Patrick L. Mollison, who is connected with the blood 
research unit of the medical research council of the Postgraduate 
Hospital, London, England, and who discovered the means of 
preserving blood and was prominent in blood transfusion research, 
spoke recently at the Duke Hospital, Durham, on “Survival of 
Transfused Red Blood Cells.” a 

Dr. Virgil H. Moon, Professor Emeritus of Pathology, Jeffer- 


Continued on page 74 
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The Record of an 


EXCEPTIONAL MAN 


REceENTLY, upon completion of a three-year term 

as Chief of his service, his colleagues referred to 
his record as being “one of the best in the country.” 
He’s in his late thirties ...a Board man in op and 


/ - GYN with exceptional ability, and the rare personality 
of the natural teacher. 


is interested in an opportunity to work with a 
clinic, or in some position where he could devote part 
of his time to teaching. 


Please call or wire us immediately if you know where 
his abilities can be best utilized. 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg., at 919 N. Michigan Ave. 
CHICAGO ---ILLINOIS 








OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; 
operative obstetrics (manikin). In Gynecology: lec- 
tures; touch clinics; witnessing operations; examination 
of patients preoperatively; follow-up in wards post- 
operatively. Obstetrical and Gynecological pathology. 
Regional anesthesia. Attendance at conferences in 
Obstetrics and Gynecology. Operative Gynecology on 
the cadaver. 


FOR THE 
GENERAL SURGEON 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 
enterology, proctology, gynecological surgery, urological 
surgery. Attendance at lectures, witnessing operations, 
examinations patients preoperatively and postop- 
eratively and follow-up in the wards postoperatively. 
Pathology, roentgenology, physical therapy. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, 
regional anesthesia. Operative surgery and operative 
gynecology on the cadaver. 








THE NEW YORK POLYCLINIC 


MEDICAL a AND HOSPITAL 
GANIZED 1881) 
(The Pioneer Post- eudien Medical Institution in America) 


PHYSICAL MEDICINE 


Didactic lectures and active clinical application of all 
present-day methods of physical therapy in internal 
medicine, general and traumatic surgery, gynecology, 
urology, dermatology, neurology and pediatrics. Special 
demonstrations in minor electrosurgery, electrodiagnosis, 
fever therapy, hydrotherapy, including colonic therapy, 
light therapy. 


FOR THE 
GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which 
are of particular interest to the physician in general 
practice, consisting of clinics, lectures and demen- 
strations in the following departments—medicine, pe- 
diatrics, cardiology, arthritis, chest diseases, gastroenter- 
cology, diabetes, allergy, dermatology, neurology, ‘minor 
surgery, clinical gynecology, proctology, peripheral 
vascular diseases, fractures, urology, otolaryngology, 
pathology, radiology. The class is expected to attend 
departmental and general conferences. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 
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SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia ther- 
apy, more and more physi- 
cians specify ‘‘Valentine’’ 
liver products.Each 45cc.of 


Ligutd 
EXTRACT of LIVER 
“VALENTINE” s.r. 


represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R.ribo- 
flavin per fluidounce. In 8 fi. oz. bottles. 


For intramuscular use, specify 


LIVER INJECTION CRUDE U.S.P. 


“VALENTINE” 
{1 U.S.P. Injectable Unit per cc.) In 10 cc. vials 


Valentine Co. 


RICHMOND, VA. 


Since 187! 
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son Medical Coilege, Philadelphia, Pennsylvania, has been ap- 
pointed Visiting Professor of Pathology, Bowman Gray Schoo! 
of Medicine, Winston-Salem. 

Davidson County Medical Society has elected Dr. Jean D 
Craven, Lexington, President; Dr. R. L. McDonald, Thomasville 
Vice-President; and Dr. J. R. Terry, Lexington, was reelected 
Secretary. 

Dr. Robert L. Vann has opened offices for general practice 
of medicine in Statesville. 

Dr. Kenneth M. Cheek has opened offices in High Point for 
the practice of internal medicine. 

Dr. J. A. Smith, Lexington, and Dr. Ambler Speight, Rock, 
Mount, have announced their retirement from practice. 

Duke University School of Medicine announces that on July 1 
there will be available several two-year fellowships in the Medica! 
Department, the work under supervision of a senior staff man, 
stipends to be $2,400 the first year and $3,000 the second year 
Only those who have completed three years of training in internal 
medicine or a satisfactory equivalent will be eligible. If interested 
write to Dr. Eugene A. Stead, Jr., Professor of Medicine, Duke 
University School of Medicine, Durham, North Carolina. 

Duke University, Durham, announces a Course in Medical 
Mycology under the direction of Dr. Norman F. Conant at the 
School of Medicine and Duke Hospital during July which wil! 
be offered every day in the week except Sunday. Fee is $50.00 
for course, upon completion of which a suitable certificate wil! 
be awarded. Write direct to Dr. Norman F. Conant, Duke 
University School of Medicine, Durham, North Carolina. 


DEATHS 


myelitis. 


cently of myocarditis. 
recently of corenary disease. 
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ONLY BELLERGAL PROVIDES ALL THREE 
1. SYMPATHETIC INHIBITION with ergo- 


tamine tartrate. 


2. PARASYMPATHETIC INHIBITION with 
Bellafoline. 


3. CENTRAL SEDATION with phenobarbital. 


SANDOZ 
Originality + Elegance * Perfection 





FOR FUNCTIONAL DISORDERS 


Patients with psychosomatic disorders suffer 
somatic distress just as much as those with or- 
ganic disease. 


For these patients Bellergal provides an effective 
combination of drugs acting on both divisions of 
the autonomic nervous system as well as on the 
central nervous system. 


Use Bellergal in the treatment of gastrointestinal 
neuroses and other functional disorders. 


Bellergal 


SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL WORKS, INC. 
68-72 CHARLTON STREET, NEW YORK 14, W. Y. 


Dr. William John Dann, Durham, aged 44, died recently. 
Dr. Henry Montague Bonner, Morehead City, aged 73, died re- 


Dr. Donald M. McIntosh, Sr., Old Fort, aged 67, died recently 
Dr. Robert L. McGee, Raleigh, aged 41, died recently of polio- 


Dr. William Bell White Howe, Hendersonville, aged 67, died 
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REACO PRODUCTS 


DuRHAM, NortH CAROLINA 





Dear Doctor: 


Excelient formulae which are reasonably priced are a tradition with our products. 


You may prescribe with confidence REAVITA Capsules and A.E.P. Tablets. 


Reavita Capsules A.E.P. Tablets 
Each capsule contains: Each tablet contains: 
Vitamin A 5000 U.S.P. Units , , , 
Vitamin D 1000 U.S.P. Units Aminophyllin 112 Grs. 
Thiami HCl 10 ; ‘ ‘ 
Riboflavin 5 mn Ephedrine Sulfate VY, Gr. 
Pyridoxine HCl 0.25 ‘ : , 
Resse Acid 3 oer. Phenobarbital %4 Gr. 
Calcium Pantothenate 5 mg. 
Niacinamide 20 mg. 
Alpha Tocopherol 5 mg. 


Ask your druggist to keep a supply on hand fer your prescriptions. 
Kindest personal regards, 


I. T. Reamer, President 











IMPROVE YOUR RESULTS 


IN CANCER OF THE CERVIX 





sien high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
, ing charges. Deliveries are made to your office or 
At “st hospital for use at the hour you may specify. 


THE RADIUM EMANATION CORPORATION 


| GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK 17, N. Y. 
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Continued from page 74 
OKLAHOMA 


Oklahoma Academy of General Practice 
annual session in Shawnee, March 18 and . 

Oklahoma City Clinical Society has elected Dr. Ben H. Nichol- 
son, President; Dr. F. Maxey Cooper, Director of Clinics; Dr. 
John H. Lamb, Vice-President; Dr. F. Redding Hood, Secretary; 
and Dr. Nesbitt Miller, Treasurer. 

Dr. Glenn Hopkins and Dr. Ronald McCoy, both University 
of Oklahoma School of Medicine graduates, have joined the staff 
of the Smith-Buford Clinic, Guyton. A new addition to the 
Clinic has just been completed. 

Dr. Clyde Kernek and Dr. Paul Kernek, Holdenville, recently 
opened a new clinic. Dr. C. M. Bloss is associated with Drs. 
Kernek. 

Dr. V. M. Rutherford, Midwest City, recently took a course 
in traumatic surgery at the Cook County Graduate School of 
Medicine, Chicago, Illinois. 

Dr. Stanley Childers, who has been associated with his father, 
Dr. J. E. Childers at Tipton, since his discharge from the army, 
plans to move to Alabama to practice. 


will hold its first 


DEATHS 


Dr. S. C. Davis, Blanchard, aged 80, died recently. : 
Dr. Ralph V. Smith, Britton, aged 77, died recently of a 
heart attack. 


SOUTH CAROLINA 


South Carolina Medical Association will hold its next annual 
meeting at Myrtle Beach, Ocean Forest Hotel, May 17-19. 

Chester County Medical Society has elected Dr. Conrad Smith, 
President; and Dr. Malcolm Marion, Secretary-Treasurer. 

Greenville County Medical Society has installed Dr. Charles 
Wyatt, President; and elected Dr. R. L. Cashwell, President- 
Elect; Dr. J. E. Crosland, Vice-President; Dr. J. E. Lipscombe, 
Treasurer; and Dr. Horace Whitworth, Secretary. 

Ridge Medical Society has elected Dr. Z. W. Gramling, Presi- 
dent; Dr. E. B. Ellis, Vice-President; and Dr. J. S. Garrison, 
Secretary-Treasurer. 

Dr. William Francis Maguire, Charleston, and Miss Dorothy 
Eileen Bennett, Holly Hill, were married recently. 

Dr. James Blair Martin and Miss Jane Pierson, both of Charles- 
ton, were married recently. 


DEATHS 
Dr. William FE. Lester, Mullins, aged 60, died recently. 


TENNESSEE 

Tennessee State Medical Association will hold its next annual 
meeting in Chattanooga, Reed House, April 12-13 (House of 
Delegates meeting on April 11). 

Davidson County Medical Society has installed Dr. Daugh W. 
Smith, President; elected Dr. Cleo Miller, President-Elect; and 
Dr. R. N. Buchanan, Jr., Secretary-Treasurer, all of Nashville. 

Greene County Medical Society has installed Dr. Hal Henard, 
President; Dr. R. S. Cowles, Vice-President: and Dr. V. R. 
Bottomley, Secretary-Treasurer, all of Greenville. 


Sace the..- 


BURDENED HEART 


EDEMATOUS TISSUES 


DISTRESSED LUNGS 
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Lincoln County Medical Society has elected Dr. W. S. Joplin, 
Petersburg, President: Dr. . A. Patrick, Fayetteville, Vice- 
President; and Dr. J. M. McWilliams, Fayetteville, Secretary- 
Treasurer. 

Sevier County Medical Society has elected Dr. R. A. Broady, 
Sevierville, President; Dr. Ralph H. Shilling, Gatlinburg, Vice- 
President; and Dr. Troy J. Beeler, Sevierville, Secretary-Treasurer. 

Shelby County Medical Society has installed Dr. Emmett R. 
Hall, President: and elected Dr. Clyde V. Croswell, President- 
Elect: Dr. Otis Gordon, Vice-President; Dr. Henry Gotten, 
Secretary; and Dr. Malcolm Aste, Treasurer, all of Memphis. 

Wilson Cdunty Medical Society has elected Dr. J. P. Leathers, 
President; Dr. T. R. Puryear, Vice-President; and Dr. R. C. 
Kash, Secretary-Treasurer, all of Lebanon. 

Dr. Carl D. Marsh and Dr. David W. Goltman, Memphis, 
announce their association in the practice of Allergy. 

Dr. Marshall H. Brucer, Assistant Professor of Physiology, 
University of Texas School of Medicine, Houston, has been 
appointed Chairman, Medical Division, Oak Ridge Institute of 
Nuclear Studies, to direct the cancer research program. 

The Knoxville Academy of Medicine initiated the formation 
of the East Tennessee Heart Association, organized primarily as 
a lay group to promote research in heart disease in conjunction 
with the American Heart Association. 

The Cerebral Palsy Center, Knoxville, was established recently 
through the cooperation of the Tennessee Society for Crippled 
Children and Disabled Adults, the Elks, St. Mary’s Memorial 
Hospital and the Cerebral Parents Council of Knoxville. The 
Knoxville Elks provided $10,000 to establish and maintain the 
center. 

Dr. Kelly Tilson McKee, Bristol, and Miss Gladys Harvyath, 
Lynchburg, Virginia, were married recently. 


DEATHS 


Dr. J. B. Freeland, Dyersburg, died recently. 
Dr. Daniel Newton Williams, Chattanooga, aged 68, died Jan- 
uary 7. - 


TEXAS 


Bell County Medical Society has elected Dr. Terrell Speed, 
President; Dr. F. W. Howell, Vice-President; and Dr. Paul M. 
Ramey, Secretary-Treasurer. 

Brazoria County Medical Society has elected Dr. A. O. McCary, 
Freeport, President; Dr. G. J. Hayes, Alvin, Vice-President; and 
Dr. W. D. Nicholson, Freeport, Secretary-Treasurer. 

Denton County Medical Society has elected Dr. Bert Davis, 
President; Dr. William H. Magness, Vice-President; and Dr. 
Dickson K. Boyd, Secretary-Treasurer. 

DeWitt County Medical Society has elected Dr. J. E. Trott, 
Yoakum, President; Dr. Landry, Cuero, Vice-President: 
and Dr. J. G. Burns, Cuero, Secretary-Treasurer. 

Eastland-Callahan Counties Medical Society has elected Dr. 
E. E. Addy, Jr., Cisco, President; Dr. Calvin Harris, Ranger, 
Vice-President; and Dr. W. P. Watkins, Ranger, Secretary. 

Ellis County Medical Society has elected Dr. J. R. Jeter, Ennis, 
President; Dr. Gerald Kochevar, Midlothian, Vice-President; and 
Dr. B. C. Wallace, Jr., Waxahachie, Secretary-Treasurer. 

Harris County Medical Society has installed Dr. Denton Kerr, 


Continued on page 78 
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THE INDICATION DICTATES THE CHOICE OF MEDICATION 


Glycerol (Doho) by exclusive process 
gravity and is virtually free 






IN ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS 


"Maaralgan 


--. because its potent decongestant, dehydrating and 
Igesic action provides quick, efficient relief of pain 
and inflammation in any intact drum involvement. 





has the highest obtainable specific 


of water, alcohol and acids 


IM CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE ©.T0S-MO-SAN 


-+.@ potent chemical combination (not 
@ mere mixture), bining Sulfathiazol 

and Urea in AURALGAN Glycerol (DOHO) 
Base—because it exerts a powerful solvent action 
on protein matter, liquefies and dissolves exuberant 
granulation tissue, cleanses and deodorizes, and 
tends to exhilarate normal tissue healing in the effec- 
tive control of chronic suppurative otitis media. 














FORMULA: 

Glycerol (DOHO)....cccesnsseseneeneeee V7.0 GRAMS enna 

(Highest obtainable spec. grav.) Uree............. 2.0 GRAMS 
SRR LER 0.81 GRAMS RII sonesosenontpisnisoneessosjseceseonatonsicty 1.6 GRAMS 
B | A LE LL CGT ROE 0.21 GRAMS Glycerol (DOHO) Base................ccccccce 16.4 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL CORP. Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 





*tmy choice of therapy for routine use 
... even in the most difficult cases.”” 
—Physicion 

teaspoon dosage is easier and pleas- 


ant to take . .. and more economical.” 
— Patient 


AN EMULSION WITH BREWERS YEAST 


OTIS E. GUDDEN & CO., INC., EVANSTON, ILLINOIS 


Mail this ad with your Rx blank 
for a generous trial supply. 
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President; and elected Dr. George W. Waldron, President-Elect; 
Dr. C. A. Calhoun, Vice-President; Dr. James E. Pittman, Sec- 
retary; and Dr. V. C. Baird, Treasurer. 

Jefferson County Medical Society has elected Dr. Tony L. 
Pecora, Beaumont, President; Dr. Thomas B. Matlock, Port 
Arthur, Vice-President; and Dr. Josh J. Esslinger, Beaumont, 
Secretary-Treasurer. 

Kaufman County Medical Society has elected Dr. 
Viaming, President; Dr. Guy G. Shaw, Vice-President; 
E. I. Hall, Secretary-Treasurer, all of Kaufman. 

Lamar County Medical Society has elected Dr. 
Parchman, President; Dr. J. L. Jopling, 
Dr. Thomas E. Hunt, Jr., Secretary-Treasurer, 

Liberty-Chambers Counties Medical Society 
Dale H. Davies, Liberty, President; Dr. Reginald Wilson, 
Dayton, Vice-President; and Dr. A. L. Delaney, Liberty, 
Secretary-Treasurer. 

Lubbock-Crosby Counties Medical Society has elected Dr. O. R. 
Hand, President; Dr. R. G. Loveless, Vice-President; and Dr. 
M. D. Watkins, Secretary-Treasurer. 

McLennan County Medical Society has elected Dr. Tom M. 
Oliver, President; Dr. Ross Shipp, Vice-President; and Dr. W. 
M. Avent, Secretary-Treasurer. 

Morris County Medical Society has elected Dr. D. R. Baber, 
Daingerfield, President; Dr. Lowell E. Rutledge, Daingerfield, 
Vice-President; and Dr. William Smith, Naples, Secretary. 

Pecos-Jeff Davis-Presidio-Brewster Counties Medical Society has 
elected Dr. D. O. Jeter, Alpine, President; Dr. C. E. Eaton, Fort 
Davis, Vice-President; and Dr. W. E. Lockhart, Alpine, Secre- 
tary. 

Potter County Medical Society has elected Dr. Guy Owens, 
President; Dr. Merrill Winsett, Vice-President; and Dr. George 
Waddill, Secretary, all of Amarillo. 

Randall-Deaf Smith-Parmer-Castro-Oldham Counties Medical 

Hereford, President; Dr. 
and Dr. Leta N. Boswell, 


William de 
and Dr. 


Hugh W. 
Vice-President; and 
all of Paris. 

has elected Dr. 


Society has elected Dr. L. B. Barnett, 
R. R. Wills, Hereford, Vice-President; 
Canyon, Secretary. 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth Counties Medi- 
cal Society has elected Dr. Bruce Hay, Pecos, President; Dr. F. J. 
Prout, Monahana, Vice-President; and Dr. Harold Lindley, Pecos, 
Secretary. 


STERILE HIGH TITER 







CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to didiecensiase A: from 
A: bloods may cause serious 


Our Grouping Sera are anges J ang ? snp 
TITER. Exclusively by, rewased 

sonal supervision of B. “H. ae an 
for safe, efficient, accurate laboratory tech- 
nique. We invite your inquiries. 

Our sera are manufactured under Government 

License No. 160, N.LH. These sera are Anti-A, 

Anti-B, and Absorbed Anti-A. Absorbed 
Anti-A m5 is to differentiate between A: 
and A: bloods. Anti-M and Anti-N sera are 
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Smith County Medical Society has elected Dr. J. 
President; Dr. J. W. Birdwell, Vice-President; 
Bailey, Secretary-Treasurer. 

Tom Green-Eight County Medical Society has installed Dr. 
H. M. Anderson, President; and elected Dr. Carl A. Kunath, 
President-Elect; Dr. L. Hershberger, Vice-President; and 
Dr. M. D. Knight, Secretary-Treasurer. 

Travis County Medical Society has elected Dr. J. Edward 
Johnson, President; Dr. Raleigh Ross, Vice-President; and Dr. 
M. Allen Forbes, Secretary-Treasurer, all of Austin. 

Webb-Zapata-Jim Hogg Counties Medical Society has elected 


H. Mitchell, 
and Dr. William 


Dr. Raul de la Garza, President; Dr. G. H. Candlin, Vice- 
President; and Dr. James Reitman, Secretary-Treasurer, all of 
Laredo 


Wichita County Medical Society has elected Dr. K. W. Mc- 


Fatridge, President; Dr. J. R. Reagan, Vice-President; and Dr. 
C. H. Brown, Secretary, all of Wichita Falls. 
Williamson County Medical Society has elected Dr. D. B 


Gregg, Round Rock, President; Dr. H. 
town, Vice-President; and Dr. 
retary. 


R. Gaddy, Jr., George- 
Roy H. Kirkpatrick, Taylor, Sec- 


DEATHS 


Dr. Walter Alton Coole, Houston, aged 48, died recently. 

Dr. Wiley Sims Embrey, Texarkana, aged 78, died recently 
of heart disease. 

Dr. Josiah C. Hennen, Garland, aged 77, died recently. 

Dr. T. O. Darby, Sour Lake, aged 72, died recently of coro- 
nary occlusion. 


VIRGINIA 
Northern Virginia Medical Society has elected Dr. Harold 
Miller, Woodstock, President; Dr. James Miller, Winchester, 


Vice-President; and Dr. F. D. Maphis, Jr., Strasburg, Secretary- 


Danville-Pittsylvania Academy of Medicine has elected Dr. 


B. Robertson, President; Dr. R. W. Garnett and Dr. H. H. 
ae, Vice-Presidents; and Dr. John J. Marsella, Secretary- 
reasurer. 


Continued on page 80 
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Chicago 3, Illinois 
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HIGH...WIDE...and Council-Accepted 


Caminoids 


TRADEMARK 


BRAND OF AMINOPEPTODRATE 
oo ? eae . 
Soe Cnnk Chlmniiteteon 


HIGH biological value — Contains all of the 


recognized essential amino acids . . . de- 





rived from extracted liver and beef muscle 
wheat gluten, soya, yeast, casein, and 
lactalbumin. One tablespoonful t.i.d. pro- 
vides 12 Gm..protein as hydrolysate 


WIDE patient-acceptance—Notable palat- 
ability and adaptability to a variety of 


vehicles assure adherence to prescribed 


Supplied: Bottles containing 6 oz.; 
1-Ib., 5-Ib., and 10-Ib. containers. 


*New desi ion of Aminoids adopted as a 

dition of P e¢ by the Council on 
Pharmacy and Chemistry of the American 
Medical Association. The word Caminoids is 
on exclusive trademark of The Arlington 
Chemical Company. 








regimen. 





THE ARLINGTON CHEMICAL COMPANY © vonxers 1, new york 


AO’s COLOR PERCEPTION TEST 


now revised 





and simplified 








Revised to conform with sug- 
gestions of the Inter-Society Color Council 
Subcommittee on Color Blindness, AO’s 
Color Perception Test effectively reduces 
the number of test plates from 46 to 18. 
Thus, accurate screening is simplified 
and test time reduced appreciably. To 
facilitate its use, AO’s Color Perception 
Test is made up in book form. 

Each AO Color Test Book carries the 
approval of the Inter-Society Color Coun- 


cil together with instructions for perform- 
ing the test in a manner which assures 
accurate results. Particular attention is 
given to standard illumination and to the 
positioning of the patient. Included also 
is a demonstration plate for instructing 
the patient. 

Results are easily tabulated to deter- 
mine patient’s score indicating either 
normal or defective red-green color vision. 
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Fourth District Medical Society has elected Dr. John A. B. 
Lowry, Crewe, President; Dr. H. E. Whaley, Victoria, and Dr. 
L. P. Jones, Emporia, Vice-Presidents; and Dr. William S. Sloan, 
Petersburg, Secretary-Treasurer, reelected. 

Fredericksburg Medical Society has elected Dr. W. W. Butzner, 
President; Dr. George Reynolds, Vice-President; and Dr. Lloyd 
Moss, Secretary-Treasurer. 

Lynchburg Academy of Medicine has installed Dr. William T. 
Pugh, President; and elected Dr. H. T. Hurt, President-Elect: 
Dr. S. H. Rosenthal, Vice-President; the secretary to be named 
by the board of trustees. 

Richmond Academy of Medicine has installed Dr. Harry J. 
Warthen, Jr., President; and elected Dr. Henry W. Decker, 
President-Elect; and Dr. Emily Gardner and Dr. Webster P 
Barnes, Vice-Presidents. 

Smyth County Medical Society has elected Dr. D. C. Boat- 
wright, Marion, President; Dr. C. C. Hatfield, North Holston, 
Vice-President; and Dr. R. C. Potter, Secretary-Treasurer. 

Medical College of Virginia, Richmond, has renovated and 
enlarged one of its buildings, naming it the Brown-Sequard Re- 
search Laboratory in honor of Charles Eduard Brown-Sequard, 
a professor in the College in 1854 and 1855 and who engaged 
in extensive research in physiology. The building will be used 
as a center of research at the college. 

Dr. Charles W. Putney, Staunton, has resumed practice after 
taking a special course in surgery at Cook County Graduate 
School of Medicine, Chicago, Illinois. 

Dr. A. Ray Dawson, who has been in Washington for the past 
year with the Veterans Administration’s central office in charge 
of physical medicine rehabilitation for the nation, has returned 
to Richmond to become Chief of Physical Medicine Rehabilita- 
tion, McGuire Veterans Administration Hospital. His successor 
is Dr. A. B. C. Knudson. 

Dr. Robert P. Trice, Richmond, has been elected President, 
Richmond Alumni Chapter of Kappa Sigma, social fraternity, for 
the year 1949. 

Dr. R. Finley Gayle, Jr., Richmond, was elected President- 
Elect of the Southern Psychiatric Association which met recently 
in Dallas, Texas. 

Fredericksburg Medical Center has been renamed Pratt Clinic 
in honor of Dr. Frank C. Pratt, a prominent physician of 
Fredericksburg for forty years and who helped organize the 
clinic in 1936. 

Dr. Joseph F. Phillips, formerly at 
Petersburg, is located in Chase City. 

Dr. L. H. Alexander, recently at Newport News, has located 
jor practice in Smithfield. 

Dr. Walter L. Nalls has reopened his office at Alexandria 
after being with the Veterans Administration at Oteen, North 
Carolina, for the past year. 

Mary Washington Hospital, Fredericksburg, has completed 
plans for a 100-bed modern hospital building at a cost of more 
than $1,000,000 which is to be built on land donated by the 
city of Fredericksburg. 

Dr. Dean B. Cole, Richmond, was elected President of the 
American College of Chest Physicians, Southern Chapter, at its 
recent meeting in Miami Beach, Florida. 

Dr. James Nicholas Dudley and Miss Virginia Baird Decker, 
both of Roanoke, were married recently. 

Dr. Charles Elroy Llewellyn, Jr., Richmond, and Miss Sara 
Grace Eldridge, Fort Smith, Arkansas, were married recently. 


Central State Hospital, 


March 1949 


DEATHS 


Dr. Leo Eugene Hayes, Richmond, aged 53, died recently of 
heart disease. 

Dr. Andrew George Shetter, Richmond, aged 61, died recently. 

Dr. George Lee Smith, Richmond, aged 79, died recently. 

Dr. William Armistead Gillis, Norfolk, aged 72, died recently. 

mn Russell E. Blankinship, Jr., Lynchburg, aged 25, died re- 
cently. 


WEST VIRGINIA 


West Virginia Chapter of the American Academy of General 
Practice has been organized and the newly elected officers for 
this year are: Dr. Tyler R. Boling, Grantsville, President; Dr. 
Ralph Frazier, Fayetteville, Vice-President; and Dr. Carl B. 
Hall, Charleston, Secretary. 

Dr. John W. Yost, Princeton, has been appointed full-time 
Director, Bluefield City Health Department, succeeding Dr. 
Richard C. Neale, who has served on part-time basis since the 
death of Dr. D. B. Lepper. 

Dr. Joseph A. Markley, Director, Bureau of Hospitals and 
Medical Care, has resigned to engage in private practice. 

Dr. W. Philip Palmer has resigned as consultant in hospitals 
and medical care to accept an appointment in connection with 
the United Mine Workers Health and Welfare Fund program 
in the Pittsburgh (Philadelphia) area. 

Dr. Luke W. Frame, Director, Bureau of Communicable Dis- 
ease Control, has assumed duties as Director of the newly created 
Huntington-Cabell Health Department, Huntington. 

Dr. Ralph H. Nestmann, formerly of Indianapolis, Indiana, 
has located in Charleston for the practice of internal medicine. 

Dr. James H. Gray, Ward, has moved to Belle. 

Dr. Curtis Artz, formerly of Grantsville and Parkersburg, now 
at Fort Bragg, North Carolina, will be transferred to Brooke 
General Hospital; San Antonio, Texas, in July to serve a resi- 
dency in surgery. 

Dr. John H. Burke has moved from Elbert to Pageton. 

Dr. Wm. R. Ballard, Prenter, has accepted a residency in 
surgery at the California Hospital, Los Angeles where he will 
be all this year. 

Fayette County Medical Society has elected Dr. J. N. Jarrett, 
Oak Hill, President; Dr. C. B. Hughes, Jr., Montgomery, First 
Vice-President; Dr. E. V. Nutter, Gauley Bridge, Second Vice- 
President; and Dr. W. E. Bundy, Jr., Oak Hill, Secretary- 
Treasurer. 

Mingo County Medical Society has reelected Dr. Frank J. 
Burien, President; Dr. Ernest E. McClellan, Vice-President; and 
Dr. J. C. Lawson, Secretary-Treasurer. 

Dr. Joseph M. Farrell has been appointed full time on the 
staff of Veterans Administration Hospital, Huntington. 


DEATHS 


Dr. Eustace Thomas Goff, Parkersburg, aged 62, died recently 
following a heart attack. 

Dr. Luther Enoch Roberts, Rosedale, aged 75, died recently fol- 
lowing a heart attack. 

Dr. Claude Nelson Rucker, Marytown, aged 68, died recently 
of cerebral hemorrhage. 

Dr. Benjamin Mortimer Stout, Morgantown, aged 56, died re- 
cently of coronary occlusion. 





For today’s BUSY physician— 
“First thought in first aid” 


wounds, abrasions in office, 





3 SwWiss AVENUE, DALLAS, 


treatments for burns, minor 


clinic or hospital. 


CARBISULPHOIL COMPANY 
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Watchword for Watch-watchers 


ANTISEPTIC #*© ANALGESIC 


DILL 


EMULSION e OINTMENT 


*You're invited to request samples and 
clinical data. 
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mechanical simplicity. 


Functionally, American equipment is readily axaptable 
to all approved techniques . .. whether a non-pressure or 
pressure method is preferred by the hospital. 


FACTS ON THIS TIMELY SUBJECT are thoroughly evaluated in 
the new edition of “The American Milk Formula Laboratory 
Service," a comprehensive volume incorporating the most re- 
cent recommendations of authoritative groups relating to the 
OUR PLANNING SERVICE is establishment of safe milk formula procedures in the hospital— 
available to aid you in estab- WRITE FOR YOUR COPY TODAY. 


lishing an approved technique 
and in the planning of a mod- 


AMERICAN STERILIZER COMPANY 
ERIE, PENNSYLVANIA 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 


ern installation best suited to 





your available facilities. 








HOW inuch sun does 


the infant really get? 


Not very much: (1) When the baby is bun- 
dled to protect against weather or(2) when 
shaded to protect against glare or (3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365} 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


"Servamus Fidem” 
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BACKGROUND 
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infant feeding that consistently, for over three decades, has received universal pediatric 
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MEAD'S 
DEXTRI-MALTOSE 


Aproduct consisting of mattose 

and dextrins, resulting from the 

enzymic action of barley malt 
on corn flout 
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recognition. No carbohydrate employed in this system of infant feeding enjoys so 
rich and enduring a background of authoritative clinical experience as D Maltose. 
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DILANTIN 


“It has the distinct advantage of being unassociated with mental 








clouding or drowsiness.” ° DILANTIN, highly effective in sup- 













pressing grand mal seizures, is notably free from 


hypnotic side-effects thus facilitating the 


wre SOR 
>, educational, vocational and social re- 
habilitation of the epileptic patient. 


q 
™, Absence or great diminution in 


» frequency and severity of 
attacks is achieved with 
individualized dosage 


schedules. 


DILANTIN Sodium (diphenylhydantoin sodium, P. D. & Co.) is available in 
0.03 Gm. (4 gr.) and 0.1 Gm. (1% gr.) Kapseals®, in bottles of 100 and 1000 


*Magladery, J.: Therapeutic Conference, The Treatment of Epilepsy. 
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